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Counsell, A. C.: The Pathology of Dental Cysts. 
Proc. Roy. Soc. Med., Lond., 1931, xxv, 201. 


Dental cysts are formed by tissue necrosis result- 
ing from chronic inflammation. The author cites 
three cases which support the theory that the epi- 
thelium of dental granulomata and cysts is derived 
from the surface epithelium by ingrowth along a 
sinus tract. In one case the sinus led into the 
maxillary antrum and was partially lined by ciliated 
columnar epithelium. J. Frank Doveury, M.D. 


Frey, S.: A Clinical Contribution on Suppurative 
Inflammation of the Jaws (Beitrag zur eitrigen 
Entzuendung der Kieferknochen). Beitr. 2. klin. 
Chir., 1931, cliii, 300. 

The osteomyelitis of the jaw so prevalent in East 
Prussia has been seen frequently at the clinic at 
Koenigsberg especially during the last ten years. 
This report is based on sixty cases in which the 
disease was extensive. 

The bone may become infected by way of the 
blood stream or from the surrounding tissues. In 
cases of the latter type it is usually odontogenic, 
but sometimes it has no relation to the dental 
system. The odontogenic form may be of intra- 
dental or extradental origin. Intradental infection 
is an infection of a root canal. It may invade the 
jaw bone directly or involve it secondarily as the 
result of suppurative periostitis. In cases of infec- 
tion of the jaw secondary to periostitis it is difficult 
to distinguish between the periostitis and osteo- 
myelitis as only the further course of the condition 
will disclose the extent to which the bone is involved. 
Extradental infection arises in the tissues immedi- 
ately surrounding a tooth in the form of a suppura- 
tive inflammation of the soft parts of the jaw and 
the periosteum. It may be caused by the extraction 
of a tooth, the eruption of a wisdom tooth, or an 
abnormally located unerupted tooth. Infection not 
related to the dental system may result from condi- 
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tions such as stomatitis, a compound fracture, or a 
furuncle on the chin. 

Of the sixty cases reviewed by the author, the 
osteomyelitic process involved the upper jaw in 
seven and the lower jaw in fifty-three. One of the 
patients with involvement of the upper jaw was a 
nursling. In nurslings, the upper jaw is affected in 
go per cent of the cases. The condition develops 
as a rule in the second or third week of life and the 
dental anlage plays a prominent rdéle in its causation 
(sequestrating inflammation of the dental anlage). 
In the case reviewed by Frey an orbital phlegmon 
with exophthalmos and cedema of the lids appeared 
rapidly, apparently as the result of extension of the 
infection into the maxilla. The infection reached 
the bone from the surrounding tissues also in the 
six other cases of osteomyelitis of the upper jaw. 
In two, it followed the extraction of a tooth, and in 
two it had its origin in milk teeth. In four cases the 
course was acute, and in two it was chronic. The 
disease was always located in the alveolar process. 
In one case it involved the palatal process in addi- 
tion. In another it involved the anterior wall and 
floor of the antrum, but did not cause empyema of 
the cavity. In one case there was suppuration of the 
parotid gland which left an external salivary fistula, 
and in another a fatal generalized pyogenic infection 
developed from thrombophlebitis of the facial veins. 

As a rule treatment by incision from the mouth 
was sufficient. Loosened milk teeth were extracted 
to improve the chances of preserving the permanent 
teeth. Any permanent teeth giving origin to infec- 
tion were removed. An attempt was made to preserve 
permanent teeth which were loose as it is well known 
that even very loose teeth may become normally 
solid again. The duration of the disease varied 
between one and eight months. 

After the first year of life involvement of the 
mandible was much more frequent than involvement 
of the maxilla both in young persons and in adults. 
The reason for the greater frequency of involvement 
of the lower jaw is to be sought in the anatomical 
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differences between the two maxillz. In all of the 
fifty-three cases of osteomyelitis of the mandible 
reviewed by the author the infection invaded the 
bone from the surrounding tissues. In fifty-two 
cases it had its origin in the dental system, and in 
one case in a furuncle on the chin. In six cases it 
followed the extraction of a tooth. In the latter, 
unclean instruments were probably not a factor, 
the condition being rather a wound infection arising 
from a contaminated operative field, the mouth 
cavity. The case of chin furuncle was that of a man 
forty-four years of age. The furuncle was followed 
by infiltration and, after fourteen days, by loosening 
of the incisors and osteomyelitis. The infection 
spread to the bone through the soft tissues of the 
chin and the periosteum. In thirty-six cases the 
condition ran an acute course. In twenty-eight of 
these the process remained localized, but in eight 
it became diffuse. In three cases the temporo- 
mandibular joint became involved and necrosis of 
the entire half of the jaw resulted. The necrotic 
area frequently extended entirely through the bone 
and caused a fracture. In one case a typical pseud- 
arthrosis developed. In most cases an astonishingly 
complete anatomical and functional re-formation of 
the necrotic section of bone occurred. In one case 
an abscess of the floor of the mouth developed, but 
in none was there a phlegmon of the floor of the 
mouth. In three cases an abscess in the temporal 
region resulted from extension of the suppurative 
process along the temporal muscle. In two cases the 
pus wandered along the sternocleidomastoid muscle 
and formed an abscess in the neck. In one case death 
resulted from thrombophlebitis and in another from 
foetid bronchitis. 

In seventeen cases the condition developed in- 
sidiously and ran a chronic course from the begin- 
ning. Two peculiarities of chronic osteomyelitis of 
the jaw require special mention: (1) the formation 
of hyperostoses, and (2) the formation of bone 
abscesses. ‘The hyperostosis always begins at the 
beginning of the disease and is the most striking 
early manifestation. It may be localized or diffuse. 
When it remains localized and is not associated with 
fever it may be difficult to differentiate from tumor. 
Even in such cases sequestration may occur. The 
formation of bone abscesses begins from several 
weeks to several months after the beginning of the 
disease. In the meantime, the osteomyelitis runs 
its course with very little or no fever but with inter- 
mittent swelling of the soft parts. Roentgen ex- 
amination discloses deep in the bone an abscess 
which is sharply delimited from the surrounding 
bony tissue and sometimes shows dental roots pro- 
jecting into it. Operative drainage ends the trouble. 
Sequestration does not occur. The most frequent 
site of the abscess is the angle of the jaw. The 
incision to open the abscess should be made beneath 
the edge of the jaw. The perimandibular abscess in 
the acute stage should be simply incised without 
trephining the bone. In order to preserve the con- 
tinuity of the bone, sequestrotomy should be de- 


layed until a strong involucrum has been formed. 
Loosened teeth which are not the sites of origin of 
the infection should be preserved and given the 
support of a dental splint. The splinting preserves 
the individual teeth, guards against spontaneous 
fracture, and, if fracture occurs, prevents disloca- 
tion of the fragments. In one case reviewed bone 
transplantation by Axhausen’s method was done 
successfully. Frey (Z). 


Pyrah, L. N., and Allison, P. R.: Some Sialograms. 
Brit. M. J., 1931, ii, 1028. 


The authors describe in detail their technique for 
visualizing the ducts of the parotid and submaxillary 
glands by the injection of lipiodol into Stensen or 
Wharton’s duct. They report three cases in which 
sialography was used as a diagnostic aid and one 
case in which it revealed the absence of contributory 
ducts following destruction of the parotid gland by 
an acute abscess. They describe the appearance of 
normal sialograms and discuss the uses of sialog- 
raphy. 

In cases of chronic parotitis with subacute exacer- 
bations, sialography reveals a dilatation of the ducts 
and alveoli. It differentiates tumors of the region 
of the parotid and submaxillary glands from tumors 
of the glands themselves, and reveals the site of 
calculi blocking the ducts and the tracks of salivary 
fistula. In none of the authors’ cases was the in- 
jection followed by complications. 

HALE A. Haven, M.D. 


EYE 


Blegvad, O.: Radium Damage to the Eye (Radium- 
schaedigung des Auges). Hosp.-Tid., 1931, ii. 

The author reviews thirty-four cases of cancer of 
the eyelid which were treated with radium. The 
majority of the patients were between sixty and 
seventy years old. The cases were under observa- 
tion for from one to fourteen years. In fourteen 
cases roentgen therapy had been given previously. 
The radium doses varied from 12 to 151 mgm., ap- 
plied, as a rule, for twenty hours. In a few cases 
treated during the earliest period of the use of 
this therapy the eyeball was either not covered or 
was protected only by a lead prosthesis /%, 1, or 2 
mm. in thickness. 

Of the thirty-four cases, smooth healing occurred 
in twenty-eight and recurrences appeared in six. 
Inone of the six cases of recurrence the patient refused 
to accept further treatment. In the remaining five, 
infection or necrosis of the cornea was so severe that 
removal of the eye was necessary (in three cases, by 
exenteratio orbite). In two, the corneal necrosis 
was referable to lagophthalmos; in one, partly to 
lagophthalmos and partly to earlier roentgen treat- 
ment; and in two, to the severe recurrence. 

In ten cases a portion of the conjunctival side of 
the eyelid, on the site where the tumor had been, 
was covered after healing by an ingrowth of the epi- 
dermis proceeding from the border of the eyelid. 











es 











eS - S-. 2 


SES EE aes ee 


— EE Ole 

















This gave rise to a sensation of rubbing. The author 
is of the opinion that the epidermal ingrowth is to be 
explained by the fact that during the radium treat- 
ment the conjunctiva was more strongly acted upon 
than the skin. Nevertheless, in two cases the con- 
trary was seen, the conjunctiva sending a small flap 
out over the skin side. 

Other complications included conjunctivitis, which 
occurred in an occasional case and was probably 
caused by the lead prosthesis. In ten cases perma- 
nent vascular dilatation occurred on the sclera (in 
four of these the lead prosthesis was too thin). In 
addition to the necroses of the cornea caused by re- 
currence and lagophthalmos, lagophthalmic kera- 
titis occurred in three cases. In two, it was healed, 
and in one, treatment was not permitted. In five 
cases there was a slight keratitis which cleared up 
entirely; in two, it resulted from erosion caused by 
the lead prosthesis, in two, from the epidermal cover- 
ing on the inner side of the lid, and in one from ra- 
dium injury. In one case iritis occurred with atrophy 
of a sector pointing downward. There were four 
cases of cataract ascribable to the radium treatment; 
in three, the eyeball had been left uncovered, and in 
one, the lead prosthesis had been only 1% mm. thick. 

C. Lorrrup-ANDERSEN (QO). 


Fejér, G.: Malignant Tumors of the Eyeball and 
Its Adnexa (Ueber die malignen Geschwuelste des 
Bulbus und deren Anhaengegebilde). Therapia, 1931, 
vill, 272. 

The author makes general observations regarding 
the Jocalization and treatment of malignant tumors 
of the eyeball. 

The most common site of benign epitheliomata is 
the skin of the eyelid. These lesions can nearly al- 
ways be cured by operation if they are not too far 
advanced. 

Carcinomatous degeneration of the conjunctiva is 
very rare. It occurs most frequently in association 
with the so-called epibulbar carcinomata which have 
a comparatively unfavorable prognosis and often re- 
quire enucleation of the eyeball. Nvus carcinoma 
of the conjunctiva also has an unfavorable prog- 
nosis. 

The most common sites of melanosarcoma, which 
has an absolutely unfavorable prognosis and re- 
quires early enucleation of the eyeball, are the iris, 
the ciliary body, and the choroidea. Very rarely a 
small tumor of the iris can be removed by iridectomy. 
Metastatic tumors of the iris and the choroid are 
uncommon. 

The most frequent site of glioma is the retina. 
The prognosis of glioma of the retina is absolutely 
unfavorable. Only early enucleation can be con- 
sidered. Also unfavorable is the prognosis of malig- 
nant tumors of the optic nerve. In only very rare 
cases of such tumors is it possible to preserve slight 
vision by operation. Only malignant tumors of the 
orbit can be favorably influenced by treatment with 
the roentgen rays, mesothorium, or radium. 

N. Bratt (0). 
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Irons, E. E.: The Etiology of Chronic Uveitis. Am. 
J. Ophth., 1931, xiv, 1228. 

Irons discusses the etiology of uveitis from the 
standpoint of the internist. As a relation between 
chronicity and cause is often not evident, he desires 
a definition of chronic uveitis based on the clinical 
course and severity of the condition and the type of 
the exudate. He states that in the evaluation of cer- 
tain infections as causative factors in disease of the 
uvea the differences in the general background of 
disease in different communities must be considered. 
In one community syphilis may be reported as the 
cause of 20 per cent of the cases of uveitis whereas in 
another community it may be reported as the cause 
of 80 per cent. The differences between private and 
clinic patients are less marked, but must also be 
taken into consideration. 

The production of iritis by the lodgment of bac- 
terial emboli is of interest when one considers the 
number of cases of known sepsis in which metastasis 
does not occur. Recurrences may be explained by 
bacterial toxins from the same or another focus which 
excite a reaction in a uvea already sensitized by 
the first attack. Vircit Wescott, M.D. 


Schoenberg, M. J.: Experiences with the Gonin 
Operation. Arch. Ophth., 1931, vi, 675. 

Schoenberg states that the general condition has 
some relation to the occurrence of detachment of 
the retina. In a large majority of the cases there is 
a profound change in the colloidal status of the 
vitreous. In about 75 per cent of the cases a tear is 
discovered in the retina. The retina exhibits degen- 
erative changes over more or less extensive areas. 
The choroid is also the site of lesions in the great ma- 
jority of cases. In some instances even the sclera 
presents changes such as thinning of its walls, slight 
bulging, and patches of engorgement of the episcleral 
tissues. 

In cases of limited shallow detachments and small 
tears near the ora serrata, pseudotears, subretinal 
tumors, aphacic eyes, and cloudy media, diagnostic 
difficulties are encountered. The vitreous should be 
examined with the slit lamp as well as by ophthal- 
moscopy for minute dust-like opacities, flocculi or 
thread-like opacities, membranous opacities (shreds 
of retina), dust and flocculent masses, large globu- 
lar pigmentary opacities, gray masses of exudate, 
and blood in the form of streaks or lamelle infiltrated 
between the vitreous strata. The more normal the 
vitreous the better the prognosis. 

Gonin states that ignipuncture is applicable only 
to retinal detachments with a hole or tear in which 
the condition has been present for only two or three 
months, the tears are small and located in accessible 
areas, and the vitreous, iris, and retina are relatively 
normal. It is contra-indicated by detachments of 
long duration, total detachment of even short dura- 
tion, cases of detachment without a tear or with a 
very large tear principally at the ora serrata (retinal 
dialysis), cloudy media, marked degeneration of the 
vitreous and retina, and active iridocyclitis. 
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With regard to the technique Schoenberg states 
that cocaine anesthesia is not advisable as it injures 
the corneal epithelium and makes ophthalmoscopy 
difficult. A strabismus hook under the tendon of the 
proper muscle aids in pulling the eye in the proper 
direction. The conjunctival incision should be 3 or 


4 mm. behind the area of puncture. Preliminary 
temporary tenotomy of a muscle is permissible. 
Marking the sclera with India ink or the cautery is 
sometimes advantageous before the introduction of 
the Graefe knife. The cautery is introduced 3 or 4 
mm. into the vitreous toward the center of the eye- 
ball. An ophthalmoscopic examination should be 
made immediately before and after the incision and 
puncture. The results of the puncture depend on the 
amount of heat applied. A record should be made of 
the condition of the exposed sclera. After the opera- 
tion frequent and regular instillation of salt solution 
into the conjunctival sac is important. Every two 
days the binocular bandage should be removed, the 
lids cleaned, and a 1 per cent solution of atropin in- 
stilled. Goalwin’s formula to determine the axial 
length of amethropic eyes is of aid. 

For a successful result from ignipuncture it is 
necessary to produce an inflammatory reaction of 
the choroid, anchor the retina to the underlying 
choroid, and cauterize the vitreous so as to obtain a 
plug which will obstruct the hole in the retina, pro- 
lapse into the opening, and become adherent, at 
least in part, to the edge of the hold and later to the 
tissue that grows over the opening. 

The complications that may develop during and 
after the Gonin operation are hemorrhage in the 
vitreous, collapse of the eyeball, the formation of 
fistula with hypotension in the area in which the 
ignipuncture was performed, iritis, and relapses. 

Blood may enter the vitreous from the episcleral 
vessels if the surface of the exposed sclera is not kept 
constantly dry during the operation, from the long 
ciliary arteries, from the choroid during the sclero- 
choroidal puncture or during convalescence, from 
the ciliary region, or from the retinal blood vessels. 

The author draws the following conclusions: 

1. The Gonin treatment for retinal detachment 
is on probation and will remain so for some time. 

2. In selected cases it gives surprisingly good 
results. 

3. The two main difficulties are the selection of 
the cases and the mastery of the technique. 

4. Early operation increases the chance for re- 
covery. 

5. Before the operation is undertaken it is essen- 
tial to obtain the patient’s coéperation and his con- 
sent to undergo the lengthy treatment necessary. 

Leste L. McCoy, M.D. 


Puscariu, E., and Nitzulescu, J.: Three Cases of 
Retinitis Pseudonephritica Stellata. Consider- 
ations on the Pathogenesis of Neuroretinitis in 
General. Brit. J. Ophih., 1931, xv, 697. 


Various conditions acting upon the retina may 
produce a picture resembling the neuroretinitis of 
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Bright’s disease with or without a macular star, 
Among these are cerebral tumor, ocular and general 
tuberculosis, syphilis, chlorosis, acute infectious dis- 
eases, eclampsia, and ocular trauma. Because of its 
peculiar structure, the retina reacts in the same way 
to different toxins. In diabetes the picture is modi- 
fied by the disturbance in the water balance, and in 
arteriosclerosis by the deficiency in the circulation. 
It is probable that in Bright’s disease the kidney 
changes, hypertension, and ocular findings are all 
caused by the same toxin. The authors cite three 
illustrative cases and review the literature. 
SAMUEL A. Durr, M.D. 


Moore, R. F., Stallard, H. B., and Milner, J. G.: 
Retinal Gliomata Treated with Radon Seeds. 
Brit. J. Ophth., 1931, xv, 673. 


A choroidal sarcoma in an adult was treated by 
the direct insertion of radon seeds. Two and a half 
years later it remained shrunken and there was no 
evidence of metastasis or glaucoma. This experience 
led to the use of the method in the treatment of 
glioma, especially bilateral cases in which one eye 
had been enucleated. 

The authors report five cases of glioma. In the 
first case the glioma disappeared. Twenty-two 
months later it remained scarred, but examination 
revealed blurring of the disk margin and several 
flame-shaped hemorrhages, and vision was worse. 
In the second case one eye was enucleated because 
the other showed no evidence of tumor. In the 
third case, several radon seeds were implanted at 
various times, but the eye was enucleated for pan- 
ophthalmitis complicating a respiratory infection. 
In the fourth case death occurred on the operating 
table from massive collapse of the lungs. In the 
fifth case one eye was removed for glaucoma and in 
the other, which was largely filled by a tumor, 
four radon seeds were implanted. The implantation 
of the seeds was followed by a considerable con- 
junctival reaction and swelling of the lids. No change 
could be seen in the growth, but as the examination 
was unsatisfactory the eye was removed. 

The technique and the choice of cases are dis- 
cussed. While the data presented do not warrant 
definite conclusions regarding the value of the treat- 
ment, they demonstrate that at least 5.3 mc. of 
radon may be implanted with safety and that radon 
causes degenerative changes in gliomata. Special 
lens changes have been seen to appear and later 
to disappear completely Samue A. Durr, M.D. 


EAR 


Johnston, W. H.: Mastoiditis in Infants: A Re- 
view of the Literature, with a Summary of 
Cases Studied. Ann. Olol., Rhinol. & Laryngol, 
1931, xl, 1115. 

The author states that infants’ ears should be 
examined frequently and operation should be per- 
formed only when definite changes in the drum 
membrane are noted. In some cases presenting 
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such changes a single free incision of the drum is 
sufficient. The necessity for repeated incisions is an 
indication for opening of the mastoid. The author 
operates under local anesthesia and completes the 
operation in from four to eight minutes. He passes 
one drain carefully in the antrum and another into 
the canal. The former is removed on the fourth day. 
If the discharge from the middle ear persists, the 
removal of a mass of infected pharyngeal tonsil may 
be necessary. It is a good routine practice to use a 
5 per cent protein silver solution in the nose. 

Johnston has performed twenty-one mastoid oper- 
ations on children ranging from ten weeks to eight- 
een months of age. There were two deaths. In only 
one-half of the cases were gastro-intestinal symp- 
toms predominant. The organism most frequently 
found was the streptococcus hemolyticus. 

GeorcE R. McAutirr, M.D. 


NOSE AND SINUSES 


Tschudnossowetow, W. A.: Connection of the 
Lymph System of the Nose with the Cranial 
Cavity (Zur Frage nach dem Zusammenhang des 
Lymphsystems der Nase mit der Schaedelhoehle). 
Otolaryngol. slav., 1931, iii, 393. 

The author reports experiments carried out on 
seventy dogs. Fifty-five of the animals were first 
slowly bled to death and a suspension of India ink 
in distilled water, strained through chamois skin 
and with the admixture of a small amount of gum 
arabic, was then introduced into the subarachnoid 
space from the cervical segment of the spinal cord. 
In the experiments on the remaining fifteen animals 
an emulsion of India ink in isotonic Ringer solution 
was injected during life into the caudal segment of 
the cord after laminectomy of the third and fourth 
lumbar vertebra, or ordinary commercial India ink 
diluted with distilled water was introduced by sub- 
occipital puncture. 

Six colored plates and a number of black and white 
reproductions show the distribution of the India ink 
in the head in gross and microscopic specimens. 

The specimens proved conclusively that there is a 
connection between the subarachnoid spaces of the 
brain and the lymph system of the nasal cavity. 
The passage of the fluid into the nasal mucous 
membrane took place by way of the perineural 
spaces of the olfactory nerves. The microscopic 
slides showed no independent morphological routes 
by which the India ink could reach this lymph sys- 
tem, but demonstrated independent lymph passages 
connecting the cranial cavity with the nasal cavity 
and passages between the branches of the olfactory 
nerves and the lymph system of the nose. The 
subarachnoid space and the lymph system of the 
nasal cavity are two independent systems, each of 
which, to all appearances, possesses its own inde- 
pendent lymph stream and is connected with the 
other by fine anastomoses of the perineural and 
epineural passages. A connection between the 
lymph vessels of the nasal mucous membrane and 


SURGERY OF THE 








HEAD AND NECK 317 


those of the external cutaneous covering of the 
nose was demonstrated beyond doubt. 

The article has a bibliography of fifty-four 
references. FLORENCE ANNAN CARPENTER. 


MOUTH 


Daland, E. M.: Plastic Reconstruction of the Lower 
Lip. New England J. Med., 1931, ccv, 1131. 


In the usual method of closure following removal 
of the lower lip for carcinoma it is necessary to dis- 
card triangles of skin above and below the lateral 
incisions on the cheek, which are made at the level 
of the commissura, in order to correct the inequality 
of the lip above and the chin below with the recon- 
structed lip. In the operation described by Daland 
these triangles are used instead of being discarded. 

A wide excision of the growth on the lower lip is 
done with a 34-in. margin of healthy tissue on every 
side and an adequate amount of mucous membrane. 
The mucous membrane inside the cheeks is loosened 
by undermining. By the use of traction the flaps 
are drawn to the midline where they are sutured 
together to form the lining of the new lip. Curved 
triangular skin flaps are raised on each side with 
their apices in the nasolabial folds, about /% in. 
below the nose, and their bases on a line drawn from 
the lower edge of the defect to the level of the com- 
missure. The width of the base is equal to the de- 
sired width of the new lip. The pointed tips of these 
flaps are discarded and the flaps are rotated mesially. 
The lower edges are sutured to the edges of the old 
defect and the upper edges to the new lining to form 
the vermillion border. The suture line of the skin 
flaps is not made directly over that of the mucous 
membrane. The defect in the upper lip is closed by 
suturing the skin edges together. In this way a 
new nasolabial fold is formed and tension on the 
bases of the skin flaps is released. No drainage or 
dressing is used. In unilateral defects the procedure 
may be carried out on one side only. 

The author reports nineteen cases in which this 
operation was performed. Three of the patients 
have died without recurrence, one is alive with 
recurrence, seven have died of cancer, and the 
others are alive and well from one year and two 
months to four years and seven months after the 
operation. WitiiAm G. Hamm, M.D. . 


PHARYNX 


Dorrance, G. M.: The Treatment of Strictures of 
the Oropharynx. Arch. Ololaryngol., 1931, xiv, 731. 


Stricture of the oropharynx may occur as the re- 
sult of the swallowing of acids or caustics, as a com- 
plication of ulcerative syphilis of the pharynx, or, 
very rarely, as a sequela of tonsillectomy as in the 
case reported in this article. The treatment usually 
recommended is dilatation, but the results of this 
procedure are unsatisfactory. 

In the author’s case the opening in the pharynx 
was situated behind the dorsal surface of the tongue. 
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In the treatment, an artificial cavity was made on 
each side of the stricture and lined with skin by 
inserting into it a vulcanite olive covered with 
Thiersch grafts. The olives were left in place for 
two weeks. On their removal, a small rubber ring 
pessary was introduced for two weeks to make con- 
tinuous pressure to unite the two cavities with the 
opening which remained in the pharynx at the site 
of the stricture. 

In the two and a half years since the operation the 
patient has been able to swallow a normal mixed 
diet and has had no difficulty with respiration. 

GeorGE R. McAuttrr, M.D. 


WiSkovsky, B.: Changes in the White Blood Picture 
Due to Experimental Tonsil Irritation (Ueber 
die durch Tonsillenreizung experimentell erzeugten 
Veraenderungen des weissen Blutbildes). Wissensch. 
Tagung. des Collegium Oto-Rhino-Laryngolicum Ami- 
cetiae Sacrum, Frankfurt a.M., 1931. 


The degree to which the tonsils can influence the 
white blood picture has not yet been determined 
with certainty. Investigations have been conducted 
by Schmidt, von Bottura, and others. The author’s 
studies in five cases of normal tonsils, five cases of 
chronic tonsillitis in the quiescent stage, two cases 
of acute exacerbations of tonsillitis, and six cases of 
terminated anginas show that there are cases in 
which tonsil massage produces a definite change in 
the leucocyte count due to either a decrease in the 
lymphocytes or an increase in the neutrophiles or 
both. As the reactions did not always correspond to 
the condition of the tonsils, it may be assumed that 
the condition of the tonsils is not the only factor 
involved. 

Puncturing the tonsil with the galvanocautery or 
its treatment with a caustic produces the same reac- 
tion as massage. Of importance in the reaction 
seems to be the condition of the lymphadenoid tis- 
sues—not only the definitely pathological reaction 
but also the anomalous biological reaction (lympha- 
tic reaction) so commonly seen in the leucocytic 
picture of children with tonsillitis. It may be stated 
definitely that irritation of the mucous membrane 
of the nose or of the cheek does not produce this 
reaction. 

The author carried out investigations also to de- 
termine whether the histological changes in the ton- 
sillar tissue caused by irritation of the tonsils with 
caustics correspond to the reaction. In only one 
case did the germinal centers of the irritated tonsils 
show a decided difference from the germinal centers 
of the tonsils in two cases in which the tonsils were 
not irritated. However, the findings were not suffi- 
ciently definite to warrant conclusions. 

The data so far obtained are insufficient also to 
answer the question as to why and how the blood- 
picture changes occur in some cases of irritated or 
massaged tonsils and not in others. The decrease 
in the number of lymphocytes in the peripheral 
blood may be due to a decrease in the number of 
lymphocytes thrown into the blood stream by the 
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lymphadenoid tissue which suffers a functional dis- 
turbance as a result of the irritation. The neutro- 
philia may be either a compensatory process or ex- 
plained by a leuco-irritative effect exerted by the 
toxins which are liberated from the chronically in- 
flamed tonsils. 

According to the findings of these studies, the 
tonsils may be considered ‘“‘coolers” of the lym- 
phatic system which under physiologically normal 
conditions react to irritation by changing the white 
blood picture. The ‘tonsil question”’ is inseparably 
involved in the physiology of the entire lymphatic 
system. RuEsE (H). 


New, G. B., and Childrey, J. H.: Tumors of the 
Tonsil and Pharynx (357 Cases). I. Benign 
Tumors (63 Cases). Arch. Otolaryngol., 1931, xiv, 
590. 

Benign tumors of the pharynx and tonsil may be 
papillomata, adenomata, lipomata, fibromata, myx- 
omata, varices, angiomata, chondromata, osteo- 
mata, polyps, teratomata, cysts, and lymphoid 
tissue tumors. The series includes practically all 
benign neoplasms except adenocarcinoma of the 
mixed tumor type. 

Of the tumors in the cases reviewed by the 
authors, 18 were in the hard or soft palate and 14 
on the pillars of the fauces. Of the remainder. 
exclusive of the papillomata, 13 were in the pharynx, 
8 on the palate, and 7 on the tonsil. 

Forty-two of the patients were males. The aver- 
age age of the patients was thirty-eight and seven- 
tenths years. The ages ranged from seven to seven- 
ty-three years. Only 34 of the patients came to the 
Clinic because of the tumor of the throat. In 38 of 
the 63 cases the tumor had caused no symptoms or 
signs. The tumors entirely without symptoms were 
fibromata, adenomata, and chondromata. Those 
that caused symptoms infrequently were papillo- 
mata, lipomata, and retention cysts. Only 7 of the 
35 patients with a papilloma and 1 of the 3 with 
cyst had noted symptoms. Symptoms were present 
in all cases of vascular tumors except a case of small 
varix. Indeterminate benign lesions composed of 
lymphoid tissue which may occur in the tonsillar 
fossa or pharynx may cause sore throat, earache, 
the sensation of a lump, snoring, or dysphagia. 

As a rule the diagnosis is not difficult and can be 
made by inspection. However, the possibility of 
error justifies every precaution and renders it ad- 
visable to make a microscopic study of all tumors 
in question. Any of the benign neoplasms may be 
simulated by malignant conditions. 

As it is never possible to be sure of the benign 
nature of these lesions, all lesions should be treated 
in order to prevent annoying symptoms incident to 
their increase in size. The treatment is largely sur- 
gical. Pedunculated growths such as papillomata 
are removed by clipping off the tumor and destroy- 
ing the pedicle with the cautery or by diathermy. 
Encapsulated growths may be removed with the 
capsule intact. If they are too large to be removed 
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through the mouth, an external operation may be 
performed. Retention cysts are removed with the 
tonsil, which is usually infected, or are incised, the 
lining then being destroyed by diathermy. Angi- 
omata in children are treated with radium needles, 
tubes on an applicator, or emanation seeds. Those 
occuring in older persons are destroyed with the 
protected diathermy point. The prognosis in all 
cases depends on the thoroughness of the removal. 
When removal is complete the prognosis is usually 
good. 

Of the 35 patients with papilloma, 30 were males. 
The average age was forty and two-tenths years. 
Fourteen of the lesions were situated on the faucial 
pillars, ro were on the soft palate, 10 were on the 
tonsil, and 1 was on the posterior wall of the phar- 
ynx. The papillomata were single growths and 
apparently attached by a short, thin pedicle. All 
of the lesions were removed, most of them by being 
clipped off. In the majority of the cases the pedicle 
or base was cauterized. 

Cystadenomata have been said to be embryonic 
and also to spring from the germinative layer of the 
epithelium of the palate. Three of the 5 patients 
whose cases are reviewed by the authors were 
women; the average age was forty-five years. All 
of the lesions occurred in the hard palate. In 1 
case the soft palate was invaded, and in 2 cases 
there was involvement of the gum. The tumors 
were sessile, smooth, irregularly oval or rounded, 
grayish or pinkish, and soft or firm. These tumors 
must be distinguished from adenocarcinoma and 
sarcoma. They have some features in common with 
adenocarcinoma of the mixed tumor type. In only 
1 of the cases reviewed had previous treatment been 
given. At the Clinic the treatment consisted of 
careful excision of the tumor with the knife or 
cautery, followed by cauterization of the base to 
prevent recurrence. The 5 patients are alive and 
free from the disease. 

Two of the 4 lipomata in the cases reviewed were 
situated in the pharynx, 1 was in the tonsillar fossa, 
and 1 was in the hard palate. Those arising from the 
posterior wall of the pharynx were sessile, whereas 
those of the palate or tonsillar fossa were pedun- 
culated. Surgical removal was carried out in all of 
the cases with good results. 

Three benign fibrous tumors were seen. Two of 
them were situated on the palate, and 1, a fibromyx- 
oma, was in the oropharynx behind the posterior 
pillar of the tonsil. One of the tumors of the palate 
was pedunculated; the other was cystic. All of these 
oc were removed surgically with good re- 
sults. 

There were 5 vascular tumors of the pharynx. 
Two were varices, 2 were hemangiomata, and 1 was 
a lymphangioma. 

Varices were found in 2 cases. Both lesions were 
pharyngeal. Treatment was not considered neces- 
sary in either case. 

Hemangioma was observed in 2 cases. In 1 case, 
tracheotomy had been performed. Both lesions 
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were treated with radium in tubes, on an applicator 
in contact, and in needles, and with emanation seeds 
and applications outside the neck. 

One lymphangioma was observed. Radium irra- 
diation was advised, but the patient refused treat- 
ment. 

Bone and cartilage may occur in the tonsil, but 
are not true tumors. A chrondroma was removed 
from the left tonsil of 1 patient, and a non-ulcerated 
bony tumor was found on the posterior wall of the 
pharynx in another. 

Polyps were observed in 2 cases. One of these 
cases is discussed in the authors’ third study of 
tumors of the tonsil and pharynx. In the other, a 
fibromyxomatous polyp just above the glottis was 
removed without incident. 

Cysts were observed in 3 patients. They varied 
in size, and were soft, smooth, rounded, and cystic. 
In 1 case the tonsils were removed, but in the other 
the cysts were removed alone. 

There were 5 tumors composed of lymphoid tissue. 
All occurred in women. 


New, G. B., and Childrey, J. H.: Tumors of the 
Tonsil and Pharynx (357 Cases). II. Adeno- 
carcinoma of the Mixed Tumor Type (74 
Cases). Arch. Otolaryngol., 1931, xiv, 699. 


So-called mixed tumors, which might better be 
designated as ‘‘adenocarcinomata of the mixed 
tumor type,” are not rare in the pharynx and palate. 
Their most common situation is the palate. The 
authors report 74 cases and summarize the results 
in a table. 

The tumors probably have their origin in em- 
bryonic displacement or enclaves. They are formed 
of epithelial and connective tissue elements. 

The tumors may occur at any age, but are most 
common in the fourth decade. They are found 
slightly more frequently in men than in women. 
Occasionally they are discovered in examination of 
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Fig. 1. The dotted lines indicate the extent of the 
tumor. The tumor was removed through the pharynx. 
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RESULTS IN 74 CASES OF ADENOCARCINOMA OF THE MIXED TUMOR TYPE 
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the throat. Their average duration is four and fifty- 
eight hundredths years. 

The symptoms and signs depending on the situa- 
tion and extent of the tumor are variable and at 
times unusual. Most common is a sensation of 
irritation or soreness of the throat. Ordinarily the 
tumors are single, sessile, firm, circumscribed, and 
movable, and have a smooth, non-ulcerated surface. 
However, they vary in these features as well as in 
size. The average diameter of the tumor when the 
patient comes for examination is 5 cm. 

Histologically, the tumors present a complex 
structure formed by epithelial elements in varied 
arrangements on a matrix of cartilage or mucous 
tissue with which it is characteristically blended. 





Fig. 2. Huge adenocarcinoma, mixed-tumor type, of 
the pharynx and submaxillary region. Tracheotomy had 
been done before the patient was examined at the Mayo 
Clinic. The bulging seen in the mouth is the tumor, not 
the tongue. The tumor was removed through the sub- 
maxillary region. 





The neoplasms are potentially malignant as they 
may contain squamous-cell epithelioma and they 
sometimes metastasize to the cervical lymph nodes. 
They should be completely removed surgically. 
Operation may be supplemented by diathermy, 
cauterization, or irradiation. 

Of 74 patients seen over a period of fourteen 
years, 48 were treated. Of these, 56.5 per cent had 
been treated previously and 32.6 per cent had had 
surgical treatment. 

Of the 48 patients treated, 41 (85.5 per cent) 
were traced. Thirty-nine are alive after an average 
of sixty-eight and a half months. Of the 30 living 
patients, 29 have been free from symptoms for four 
years, 15 for seven years, 8 for nine years, and 4 
for from eleven to thirteen years. Two patients died 
of the tumor thirty-five and a half months after 
examination. Of the 26 patients who were not 
treated, 16 were traced. Seven were found to be 
alive, but 5 of them still had a tumor. Nine are 
known to be dead. Of the latter, 6 died of the neo- 
plasm. 


New, G. B., and Childrey, J. H.: Tumors of the 
Tonsil and Pharynx (357 Cases ). III. Malignant 
Tumors Exclusive of Adenocarcinoma of the 
Mixed Tumor Type (220 Cases). Arch. Otolaryn- 
gol., 1931, Xiv, 713. 

The authors review 220 cases of malignant tumors 
of the palate, oropharynx, and tonsil. Malignant 
neoplasms in these situations, which are fairly com- 
mon, are principally squamous-cell epitheliomata 
and almost 5 times more common than all other 
types of malignancy with the exception of so-called 
mixed tumors. The squamous-cell epitheliomata are 
principally of an active type and have been mis- 
called “‘lympho-epitheliomata”’ and ‘‘transitional- 
cell carcinomata.”’ 

Sarcomata in the pharynx are principally lympho- 
sarcomata. These tumors constituted 14.55 per cent 
of the 220 reviewed. A few fibrosarcomata and a 
small group of tumors of various types, including 
hemangio-endothelioma, melano-epithelioma, myel- 
oma, and malignant dermoid, were seen. 
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The average age of the 220 patients was fifty-four 
and seven-tenths years. Eighty-seven and seven- 
tenths per cent of the patients were men. The most 
common sites of malignant pharyngeal tumors are 
the soft palate and faucial pillars. With the excep- 
tion of lymphosarcoma, malignancy is rarely primary 
in the tonsil itself. Extension of the lesions to involve 
neighboring structures—the tonsil, pharynx, hypo- 
pharynx, cheek, jaw, alveolus, tongue, and floor of 
the mouth—is common. 

Low-grade epitheliomata tend to be harder and 
to ulcerate earlier than epitheliomata of Grades 3 
or 4. The latter approach in their consistency the 
fleshy, bulky lymphosarcoma. 

Metastasis is common. At the time of the pa- 
tient’s admission to the Clinic metastasis was ap- 
parently present in the cervical lymph nodes in 65 
per cent of the cases. The average duration of the 
disease in cases with or without metastases was 
seven and four-hundredths months. In some cases 
the symptoms of malignancy are absent, and in 
others, as in 18.65 per cent of the cases reviewed by 
the authors, the early signs consist of enlargement 
of cervical lymph nodes. In 75.5 per cent of the 
cases reviewed by the authors the early symptoms 
were referred to the throat and consisted of various 
types of paresthesia, pain or soreness of the throat, 
ear, or tongue, dysphagia, cough, and dyspnoea or 
trismus. These depend, of course, on the situation 
and extent of the lesion. 

The differential diagnosis is important from the 
prognostic and therapeutic standpoints. It can be 
made satisfactorily only by microscopic examination 
of the tissue. 

In most cases the prognosis as to length of life is 
grave. It is best in cases of low-grade epithelioma, 
fibrosarcoma, and the few lesions of a less active 
type. It is affected unfavorably by previous treat- 
ment. Thirty-seven and seven-tenths per cent of 
the patients whose cases are reviewed by the au- 
thors had been operated upon elsewhere previously. 

The selection of the patients for treatment is im- 
portant. Of the patients whose cases are reviewed 
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Fig. 2. 


Fig. 1. 
Fig. 1. An extensive lymphosarcoma of the pharynx, 
nasopharynx, and hypopharynx. 
Fig. 2. The same case as that shown in Fig. 1, ten days 
later, demonstrating the value of irradiation of these 
highly malignant tumors. 


by the authors, 36.69 per cent were treated at the 
Clinic. Of the 80 treated, 28 (35 per cent) had been 
operated on elsewhere. At the Mayo Clinic acces- 
sible growths are excised or destroyed with the cau- 
tery or by diathermy. Radium in the form of a 
plaque, in tubes or needles, or as radon seeds was 
used to supplement this treatment for the primary 
lesion. In all cases of low-grade carcinoma of the 
pharynx and tonsil the upper deep cervical lymph 
nodes are removed if the prognosis of the local lesion 
warrants. The metastasis to the cervical lymph 
nodes from an epithelioma of Grade 4 or from a 
lymphosarcomatous type of growth is irradiated 
with radium packs or deep roentgen rays, but other 
metastatic nodes of a less active type of growth are 
excised. The neck is also irradiated in such cases. 

The few cases of miscellaneous malignant neo- 
plasms reviewed are of interest chiefly because of 
the rarity of the tumors. 
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The results show a surprisingly large number of 
living patients and of three-year, five-year, and 
seven-year cures in the patients who were treated. 


NECK 
Cattell, R. B.: Aberrant Thyroid. J. Am. M. Ass., 


1931, xCvil, 1761. 

Cattell reviews thirteen cases of aberrant thyroid, 
a relatively rare condition with no characteristic 
symptoms. The patients ranged in age from eleven 
to seventy years and the duration of the tumor from 
one to twenty years. In none of the cases was there 
hyperthyroidism traceable to the aberrant gland. 
In six cases the tumor was on the right side of the 
neck, in six cases on the left side, and in one case in 
the midline. In none was it bilateral. In eight cases 
there was a single discrete mass of varying size; 
whereas in four there were extensive scattered tumor 
masses, and in one case just a few scattered nodules. 

Macroscopically the tumors resemble thyroid tis- 
sue and present bluish areas due to hemorrhage. 
Histologically they are usually cystadenomata. 

In nine of the author’s cases postoperative irradia- 
tion was given, but there was no apparent difference 
in the end-results in the irradiated and non-irradiated 
cases. In two cases the diagnosis was made before 
operation without biopsy and in three with biopsy. 
In the others the condition was diagnosed before 
operation as tuberculous lymph glands, Hodgkin’s 
disease, branchial cyst, dermoid cyst, adenoma of 
the thyroid, or carcinoma. F. S. Mopern, M.D. 


Meldolesi, G.: Menstrual Function in Flajani- 
Basedow Disease (La funzione mestruale nella ma- 
lattia Flajani-Basedow).  Policlin., Rome, 1931, 
XXXviii, sez. med. 620. 

In a statistical and clinical review of fifty-six 
cases of exophthalmic goiter in which the diagnosis 
was based on determinations of the basal metab- 
olism, tests of the activity of the adrenals, and com- 
plete cardiovascular investigations, the author found 
menstrual disturbances in 76 per cent. In 25 per 
cent of the latter the disturbances were amenor- 
rhoic. There was no definite relationship between 
the severity of the disturbances and the severity of 
the disease, but amenorrhoea was more frequent in 
the severe forms. During the menstrual period the 
basal metabolism, the adrenal hypersensitivity, and 
the lowered tolerance for carbon dioxide showed 
definite changes. There was a rise in the pre- 
menstrual period and a fall during menstruation. 

These variations from the normal menstrual 
function are due to a constitutional factor which 
occasionally causes less marked variations in normal 
women. They are the result of an interaction of 
abnormal secretion of the follicles and the corpus 
luteum and the thyroid. In determining the basal 
metabolism and adrenal hypersensitivity in cases 
of exophthalmic goiter it is necessary to take into 
account the phase of the menstrual cycle. 

EuGENE T. Leppy, M.D. 





Dunlap, H. F., and Kepler, E. J.: A Syndrome Re- 
sembling Familial Periodic Paralysis Occurring 
in the Course of Exophthalmic Goiter. Endo. 
crinology, 1931, XV, 541. 

In the last five years four patients suffering from 
exophthalmic goiter and subject to attacks clinically 
identical with those of the syndrome known as 
familial periodical paralysis have been seen at the 
Mayo Clinic. 

A typical attack is characterized by total or 
partial flaccid motor paralysis of all four limbs and 
sometimes of the muscles of the trunk and neck, 
The paralysis begins in the proximal portion of the 
limbs, usually in the legs, and gradually progresses 
distally. It disappears in the reverse direction. 

The onset of the paralysis frequently occurs dur- 
ing sleep. The duration of an attack ranges from a few 
hours to two or three days. Both onset and cessa- 
tion are gradual. During an attack the involved 
muscles are without excitability to galvanic, faradic, 
or mechanical stimulation, and there is total or 
partial loss of tendon reflexes. 

Little is known about the etiology except that the 
condition is usually familial. In the few cases in 
which postmortem examinations have been made no 
constant pathological changes have been found. 
The disease was first considered of hysterical origin. 
Some have attributed it to spasm of the anterior 
spinal artery. The possibility that it is essentially 
an endocrine disturbance has been suggested. 

In none of the cases reviewed had the attacks of 
paralysis occurred prior to the development of the 
symptoms and signs of exophthalmic goiter. Two 
of the patients experienced complete relief following 
subtotal thyroidectomy. 

There are two plausible explanations of recurring 
attacks of paralysis associated with exophthalmic 
goiter. According to one, the patient has a latent 
tendency toward the development of true familial 
periodical paralysis and the exophthalmic goiter 
acts merely to precipitate the attacks. According to 
the other and, in the authors’ opinion, more plausible 
explanation, the paralysis is due to an as yet not 
understood physiological or chemical change occur- 
ring in the muscle tissue in cases of exophthalmic 
goiter. 

In the four cases reported by the authors, the 
attacks of paralysis apparently occurred only in the 
active stage of the exophthalmic goiter and ceased 
when the goiter was controlled by medical or surgical 
measures. 


Breitner, B.: Neoplasms of the Thyroid (Neubil- 
dungen der Schilddruese). Wien. klin. Wehnschr., 
1931, ii, 1169. 


Malignant tumors of the thyroid constitute a well- 
defined group easily surveyed from both the diag- 
nostic and the therapeutic standpoints. Of more 
interest are the benign tumors, which only compara- 
tively recently have been distinguished from the 
strumata. With the exception of the infrequent 
echinococcus cysts and tubercles, the benign group 
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of tumors is made up chiefly of the adenomata and 
their metamorphoses. 

Clinically, the adenoma has a distinctly tumorous 
character since it appears as an isolated, globular 
protuberance. Nevertheless, the functional factor 
cannot be left out of consideration. This is evident 
from the life curve of these tumors, their frequency 
in relation to the frequency of endemic goiter, and 
their morphologicofunctional state as compared 
with the parent tissue. In addition there is the new 
disease picture, toxic adenoma, which is not seen 
very frequently in Europe. In this condition also a 
special functional activity is possible. Another indi- 
cation of the tumorous character of the adenoma is 
its resistance to iodine. At operation it is necessary 
merely to shell out the adenoma; the diffuse struma 
substance can be left. 

Of the malignant tumors, the author mentions 
first the struma of Langhans. This struma does not 
present distinct clinical differences from nodular 
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goiter and must be diagnosed from the histological 
picture. Carcinomata and sarcomata may be con- 
fused clinically with strumitis, hemorrhages into an 
adenoma, or iron-hard struma. Sudden striking, 
spontaneous growth of a benign goiter of long dura- 
tion should suggest malignancy. It would be an 
error to delay treatment until the appearance of 
more definite symptoms, such as adherence of the 
skin, radiating pains, and hoarseness. The best 
treatment is early radical operation. Metastasis is 
favored by the vascular richness of these tumors. 
In cases in which radical operation is no longer pos- 
sible, a non-radical procedure should be carried out 
and followed by roentgen therapy as this has yielded 
very good results of long duration. If the lesion is 
too advanced for any operative procedure, roentgen 
irradiation should be administered. Under some cir- 
cumstances this will give satisfactory results. When 
there is danger of suffocation, tracheotomy should 
be done. j MAXIMILIAN Hirscu (Z). 











BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Fay, T.: Clinical Considerations Surrounding Head 
Injuries. Surg. Clin. North Am., 1931, ii, 1375. 

This article is based on 189 cases in which cerebral 
injuries were known definitely to be present or were 
suspected and there had been a period of uncon- 
sciousness lasting for at least two minutes. 

The total mortality was 20.6 per cent. The opera- 
tive mortality of 8 craniotomies and 2 laminectomies 
was 4.75 per cent, only 1 patient surviving. Of the 
patients who were not operated upon, only 2 died 
later than the third hour after the injury. 

The author lists 3 indications for operation: 
(1) compound or comminuted fractures with ex- 
tension into the cerebral substance, (2) depressed 
fractures sufficiently large to cause pressure and 
encroachment upon important cerebral areas, and 
(3) uncomplicated focal epidural, or subdural hem- 
orrhages. 

The correction of slight depressions, gutter frac- 
tures, and collar-button depressions is best delayed 
until after the tenth day, when the signs of intra- 
cranial pressure and cerebral oedema will have 
entirely subsided. Uncomplicated focal epidural or 
subdural hemorrhages require emergency proce- 
dures, but when focal signs of epidural or subdural 
hemorrhage are associated with the presence of 
blood in the spinal fluid it is better to delay opera- 
tion until the intracranial pressure and cerebral 
oedema have been controlled. 

In the conservative treatment of these cases 
efforts should be directed toward the relief of shock 
and the subsequent intracranial pressure. Shock is 
treated by the application of heat to the body 
surfaces, the use of stimulants such as atropin 
sulphate, pituitrin, strychnin, ergot, and ephedrin, 
and the intravenous administration of a 50 per cent 
glucose solution. When the shock is severe, from 
50 to 150 c.cm. of saline solution are added to the 
glucose solution. During the period of shock the 
fluid intake should be minimal. The period of 
shock is considered over when the temperature re- 
turns to normal or above and the pulse decreases 
to about 120. 

The next consideration in the treatment is the 
control of the intracranial pressure. This is ac- 
complished by reducing the total fluid intake to 
from 20 to 30 oz. daily, the intravenous administra- 
tion of a 50 per cent glucose solution, the admin- 
istration of magnesium sulphate by mouth and rec- 
tum, and the withdrawal of spinal fluid. Spinal 
puncture is performed first to ascertain the pressure 
and the character of the fluid. If the fluid is found 
to be bloody, daily complete drainage is done until 
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a clear fluid is obtained. The fluid intake allowed 
is 32 oz. daily. When spinal drainage is discon- 
tinued, the fluid intake is reduced to 20 oz. daily, 
If the spinal fluid is found to be clear, the methods 
of controlling the intracranial pressure are the same 
as those described except that spinal drainage is 
not done. In these cases special attention is paid 
to the blood pressure, neurological signs, and eye- 
grounds as the occurrence of subdural hemorrhage 
is common. 

The patients are maintained on the fluid level 
allotted them until the seventh to the tenth day, 
when the intake is gradually raised until a maximum 
of 32 oz. is reached. When the patient is discharged 
from the hospital he is told that his fluid intake 
should not exceed 32 oz. daily for the following 
three months. 

The author has found that when the fluid intake 
is thus controlled post-traumatic headache, dullness, 
loss of attention, and disturbances of concentration 
are unusual. Davip J. Impastato, M.D. 


Romeo: The Collateral Cerebral Circle After Liga- 
tion of the Large Vessels of the Neck (II circolo 
cerebrale collaterale dopo la legatura dei grossi vasi 
del collo). Clin. chir., 1931, vii, 881. 

In a series of experiments on dogs, Romeo studied 
the changes in the peripheral arterial pressure and 
the per minute output of blood from the left internal 
carotid following ligation of the left common carotid 
alone or with simultaneous ligation of the vertebral 
artery or the internal and external jugular veins of 
the same side. He found that in every case ligation 
of the veins led to an appreciable increase in the 
peripheral arterial pressure and blood output. This 
increase was transitory, however, as the hydro- 
dynamic equilibrium of the brain re-established it- 
self and the peripheral arterial pressure and blood 
output returned to normal. 

In attempts to demonstrate the collateral cerebral 
circulation roentgenologically by injecting a radio- 
paque substance into the carotid artery on the 
opposite side of the previous ligation, it was found 
that in the experiments in which the artery and vein 
were simultaneously ligated, the arrangement and 
development of the arterial network was more or 
less uniform in both cerebral hemispheres, whereas 
in the experiments in which only the left common 
carotid was ligated, the corresponding cerebral 
hemisphere appeared constantly less injected than 
the right. In two control animals in which the 
opaque material was injected into the right carotid 
artery without ligation of any vessels, the arterial 
network of the right cerebral hemisphere was unl- 
formly more injected than the left. 

Peter A. Rost, M.D. 
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Tabanelli, M.: The Chloride Content of the Blood 
and Spinal Fluid in Craniocerebral Injuries 
(Cloruremia e clorurorachia nei traumatizzati 
cranio-cerebrali). Clin. chir., 1931, vii, 844. 

Tabanelli determined the sodium chloride content 
of the blood and spinal fluid in thirty cases of cranio- 
cerebral injury treated in the surgical clinic of the 
University of Milan. The examinations were made 
from forty-five minutes to forty-eight hours after 
the occurrence of the trauma. The blood chlorides 
were found to remain within approximately normal 
limits. The sodium chloride content of the spinal 
fluid was considerably decreased. In one case it fell 
to 4.92 per cent (normal, 7.32 per cent). Severe 
craniocerebral lesions were followed by a greater de- 
crease than mild lesions. 

The author attributes the changes noted to an 
abnormal osmotic relationship established between 
the blood and spinal fluid as the result of a change in 
meningeal permeability following the craniocerebral 
lesion. Peter A. Rost, M.D. 


Moniz, E.: The Localization of Brain Tumors by 
Arterial Encephalography (La localizacién de los 
tumores cerebrales por la encefalografia arterial). 
Rev. oto-neuro-oflalmol. y de cirug. neurol., 1931, 
vi, 1455. 

The author describes a method of encephalog- 
raphy in which he exposes the common carotid and 
injects opaque fluid into it. He uses sodium iodide, 
injecting from 6 to 7 c.cm. of a 23 to 25 per cent 
solution for a single roentgenogram and from 7 to 
9c.cm. for stereoroentgenography. In the cases of 
children, who bear the injection very well, he uses 
20r 3 c.cm. The injection is always made on both 
sides as a comparison of the two sides is generally 
necessary for a correct interpretation of the roentgen 
findings. 

The method is contra-indicated in advanced 
arteriosclerosis and the cases of patients with 
uremia or severe intoxication. Motor complications 
or transitory hemiplegia or aphasia may develop, 
but generally can be relieved quickly by lumbar 
puncture or the application of an ice bag to the 
head. Of the fifty cases in which the author has 
used the procedure described, complications de- 
veloped in only two and in these they were tran- 
sitory. 

_ Tumors are localized by means of the character- 

istic displacement of the arteries. The article con- 

tains encephalograms characteristic of tumors in 
various parts of the brain. 

The author claims that his method of arterial 
encephalography is easier and simpler than ven- 
triculography and less trying to the patient. Some- 
times signs of intracranial hypertension are over- 
come by the intro-arterial injection of sodium iodide. 
The method is associated with less danger than 
ventriculography and reveals the sites of tumors 
much better than the latter procedure. Even the 
nature of certain kinds of tumors may be determined 
by arterial encephalography. Another advantage 
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of the method is that the interpretation of cerebral 
arteriograms is generally much simpler than the 
interpretation of ventriculograms. 

AupREY Goss Morcan, M.D. 


Staehli, J.: Eye Symptoms of Brain Tumors (Augen- 
symptome der Hirntumoren). Schweiz. med. 
Wchnschr., 1931, ii, 702. 


The author deals with the large subject of brain 
tumors and their eye symptoms from two points of 
view. He takes up first the eye symptoms which are 
characteristic of the different types of brain tumors 
and then discusses brain tumors and the eye symp- 
toms which are characteristic of each type. 

Cerebral tumors cause choked disk and optic 
neuritis in 80 per cent of cases. These signs are 
absent only in cases of tumor situated in the motor 
region of the cortex, tumor of the corpus callosum, 
and metastatic tumor of the base. Vision often 
remains unaffected for a long time. In 20 per cent 
of cases of cerebral tumor, homonymous hemianopsia 
is caused by involvement of the visual tract. In 50 
per cent of the cases the tumor is situated in the 
occipital lobe. In 8 per cent of these, transcortical 
disturbances such as alexia, optic aplasia, and optic 
hallucinations occur. In the other 50 per cent of 
cases of cerebral tumor the neoplasm is situated 
either in the base, where it causes tract hemianopsia 
and usually other basal symptoms such as multiple 
cranial nerve paralyses, or in the region of the 
internal capsule where, in addition to the tract 
hemianopsia, it usually causes hemiplegic phenom- 
ena. In contrast to its incidence in cases of cerebral 
softening, partial hemianopsia is rare. Basal 
tumors in the region of the chiasm produce bitem- 
poral hemianopsia, as do hypophyseal tumors. In 
33 per cent of cases, cerebral tumors cause dis- 
turbances of the eye muscles. Paralysis of the 
oculomotor or abducens nerve is often the first sign 
suggesting a basal tumor. Isolated paralyses of 
these nerves are relatively frequent. Unilateral 
involvement of the optic and olfactory nerves in- 
dicates the presence of a basal tumor with practical 
certainty. Isolated trochlear paralysis is very sug- 
gestive of a tumor of the region of the corpora 
quadrigemina or the pineal gland. In contrast to 
cases of cerebellar tumor, nystagmus occurs but 
rarely. Conjugate paralysis of the eye muscles is 
also uncommon. However, the latter occurs if the 
tumor is situated in the posterior fossa of the skull 
and causes pressure upon the pons or if it involves 
the region of the corpora quadrigemina or pineal 
gland. If the trigeminal nerve is injured it is justi- 
fiable to suspect a basal tumor. If exophthalmos is 
present, growth of the basal tumor toward the orbit 
is probable. 

Cerebellar tumors cause choked disk and optic 
neuritis in 90 per cent of the cases, and soon affect 
vision. Other typical symptoms are eye-muscle 
paralyses and nystagmus. Hemianopsia and trans- 
cortical disturbances are considerably rarer. Of 
the eye-muscle paralyses, paralysis of the abducens 
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muscle is most common. Because of the location of 
the nucleus in the floor of the fourth ventricle this 
may be unilateral or bilateral. Choked disk and 
abducens paralysis are always strongly suggestive 
of cerebellar tumor. Injury to the trigeminal nerve 
also occurs relatively frequently; likewise areflexia 
of the cornea which, according to Oppenheim, 
should be considered an early sign of cerebellar 
tumor. Conjugate paralysis of the eve muscles and 
conjugate deviation occur in about 6 per cent of 
the cases because of pressure of the tumor on the 
floor of the fourth ventricle and the pons. 

Hypophyseal tumors are manifested by bitem- 
poral hemianopsia, simple optic atrophy, and 
oculomotor paralysis. Oculomotor paralysis is more 
frequent in cases without acromegaly. Choked disk 
is much less frequent than in cases of cerebral or 
cerebellar tumor. 

Tumors of the pons are usually solitary tubercles, 
gliomata or gliosarcomata. The optic nerve is 
rarely involved. A frequent sign is paralysis of the 
abducens nerve. This occurs in about four-fifths of 
the cases and in half of the latter is combined with 
crossed body paralysis. Most characteristic, how- 
ever, is the lateral conjugate paralysis of the eye 
muscles, the sign of the supranuclear lesion with or 
without conjugate deviation, which occurs in one- 
third of the cases of tumor of the pons. The com- 
bination of conjugate paralysis of the eye muscles 
with crossed body paralysis is typical of tumor of 
the pons. Another rather frequent sign is the com- 
bination of facial paralysis with lateral conjugate 
paralysis of the eye muscles (Millard-Gubler 
paralysis). Oculomotor paralysis combined with 
crossed body paralysis is spoken of as ‘“‘Weber’s 
sign.’ The oculomotor paralysis is explained by 
invasion of the tumor into the peduncle and the 
nuclear region of the oculomotor nerve. Trigeminal 
lesions are frequent, and keratitis neuroparalytica 
is somewhat less frequent. 

In cases of tumor of the fourth ventricle, optic 
nerve lesions and nystagmus are more common than 
in cases of tumor of the pons. 

Of all brain tumors, those of the auditory nerve 
most often cause choked disk. In 33 per cent of 
the cases nystagmus is present and as a rule is 
accompanied by severe cerebellar disturbances. 
The auditory nerve is frequently destroyed early. 
In half of the cases there is involvement of the facial 
nerve in addition, but without crossed body paralysis 
such as occurs occasionally in cases of tumor of the 
pons. Conjugate paralysis of the eye muscles and 
oculomotor paralysis do not occur. 

Peduncle tumors are characterized by oculomotor 
paralysis combined with crossed body paralysis 
(Weber’s sign) and by the so-called Benedict sign— 
oculomotor paralysis and shaking of the other side 
of the body. 

Tumor of the corpora quadrigemina and the pineal 
gland region is characterized by vertical conjugate 
paralysis of the eye muscles, but especially by 
oculomotor paralysis. Facial nerve disturbances are 
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also relatively frequent. The trigeminal nerve js 
usually normal. Nystagmus is not uncommon, 
though not as frequent as in cases of cerebellar 
tumor. Optic nerve involvement in the form of 
choked disk occurs in about 75 per cent of the cases, 
In from 30 to 50 per cent a disturbance of hearing 
occurs rather early. Von Pianta (0). 


SPINAL CORD AND ITS COVERINGS 


Schroeder, A.: Anatomical and Clinical Considera- 
tions with Regard to Cases of Extramedullary 
Neoplasms (Consideraciones anatomoclinicas sobre 
algunos casos de neoformaciones extramedulares), 
An. Fac. de med., Univ. de Montevideo, 1931, xvi, 219. 

The author reports two cases of extramedullary 
tumor. The first presented the typical syndrome of 
compression involving the cord up to the eleventh 
segment, which corresponds to the eighth thoracic 
vertebra. In the roentgenogram the tenth thoracic 
vertebra presented the typical appearance of the 
“marble vertebra’’ first described by Souques. In 
the absence of evidence of a neoplasm elsewhere in 
the body and of syphilis, a diagnosis of primary 
tumor of the tenth thoracic vertebra with an endos- 
tosis pressing on the cord up to the eighth thoracic 
vertebra was made. This diagnosis was confirmed 
by operation. 

The parts removed from the affected vertebra 
were very soft and cut like lard. Microscopic study 
showed the fragments to consist of bone tissue in- 
vaded by young cartilage (true enchondroma) with 
very little reaction on the part of the bone. 

The author reviews the literature on the “marble 
vertebra” from the time of Souques’ description. 
His own case is the third one in which a histological 
study of the vertebra was made. The so-called 
“marble” appearance may occur in metastatic can- 
cer, osteomalacia, tuberculosis, condensing osteitis, 
specific diseases, and, according to Barsony and 
Schulhof, osteitis deformans, Albers-Schoenberg 
disease, leukaemic and aleukemic myelosis, and 
lymphogranulomatosis. 

In Schroeder’s second case, that of a man forty- 
three years old, a diagnosis of cystic meningitis be- 
tween the atlas and the second thoracic vertebra 
was made. When 2 c.cm. of lipiodol were injected 
into the spinal canal by the lumbar route with the 
patient in the vertical position with the head down, 
the lipiodol was seen to stop at the level of the second 
thoracic vertebra. Lipiodol injected by the sub- 
occipital route was found arrested even twenty days 
later at the level of the atlas. Roentgenograms 
taken daily while the patient was kept sitting erect 
for sixty hours continuously showed hardly any 
change in the level of the lipiodol. The features of 
clinical interest in this case were the absence of 
sensory disturbances and the presence of marked 
motor changes despite the posterior location of the 
cysts. Only a cystic tumor can produce such a 
syndrome. The diagnosis was confirmed at opera- 
tion. Arachnoiditis and persistence of the lower 
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portion of the cyst made a second operation nec- 
essary. 

As a rule the outstanding symptoms of cystic 
meningitis are marked radicular disturbances with 
few or no pyramidal symptoms. Schroeder’s case 
is the first to be reported in which no sensory root 
disturbances of any kind were present. 

Schroeder believes that the cystic tumor com- 
presses the cord evenly, and that the motor fibers 
are aflected first because they are more sensitive to 
pressure than the more superficial sensory fibers. 
He explains the contracture of the lower extremities 
in extension by assuming that the extensor muscles, 
which are stronger than the flexors, dominate the 
latter when the influence of the central motor neu- 
rones is equally inhibited. W.H. Martinez, M.D. 


MISCELLANEOUS 


Pette, H.: Experimental Studies on Animals with 
Regard to the Dissemination of Virus in the 
Nervous System. I. Intracorneal Inoculations 
with the Virus of Herpes Simplex (Tierexperi- 
mentelle Studien zur Frage der “‘Viruswanderung”’ 
im Nervensystem. I. Verimpfung von Herpesvirus, 
Herpes simplex, auf die Cornea). Deutsche Ztschr. 
f. Nervenh., 1931, Cxxi, 113. 

The author’s studies have been carried out over a 
period of more than three years. They included 
corneal, neural, cisternal, cerebral, intramucous, 
and intracutaneous inoculations. For corneal inocu- 
lations Pette employs Greuter’s technique, scratch- 
ing the corneal surface with the lancet and inoculat- 
ing the abraded area with the contents of a bleb 
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from a case of herpes. He reports the findings in 
several typical experiments in detail. 

In general, a localized keratitis appeared within 
about twenty-four hours after the inoculation. 
However, the process usually did not remain con- 
fined to the cornea even though healing of the local 
abrasion should have been completed by the seventh 
or eighth day, but extended toward the central 
nervous system. The route taken by the virus was 
always that of the sensory fibrils of the trigeminal 
nerve—not the optic nerve. There was usually a 
marked involvement of the ciliary and gasserian 
ganglia, these of course being intercalated in the 
course of the trigeminal nerve to the central nervous 
system. In the early stage of the process the nerve 
fibers entering and leaving these ganglia were en- 
tirely normal in appearance, but later showed evi- 
dence of inflammation. Within the affected ganglia 
an increase in the cells of ectodermal and of mesoder- 
mal origin was found. Still later in the course of the 
process there was an encephalitis involving the as- 
cending root of the trigeminus. Here the process 
was limited to one side of the brain and ceased or, 
more commonly, extended in the shape of diffuse 
or focal areas, but always involved more exten- 
sively the side on which it began. At the height of 
the involvement of the central nervous system 
pleocytosis occurred. When the paths of conduction 
of the cerebellum and spinal cord were affected the 
animal exhibited the Manege gait, and when the 
cerebral hemispheres were involved it developed 
symptoms of epilepsy. The symptoms were those of 
true or jacksonian epilepsy, depending on the extent 
and location of the involvement. GRUETER (O). 








CHEST WALL AND BREAST 


Handley, W. S.: Chronic Mastitis. 
ccxxl, 1160. 


Lancet, 1931, 


Chronic mastitis affects the breast by lobes while 
carcinoma nearly always produces a rounded, well- 
defined lump not respecting the anatomical bound- 
aries of the lobes. Carcinoma is further differen- 
tiated by the axillary gland changes, the duct re- 
traction, the nipple deviation, and the serous or 
blood-stained discharge from the nipple peculiar to it. 

In Handley’s opinion, the most logical of the vari- 
ous theories regarding the etiology of chronic masti- 
tis is the theory that the condition is due to duct 
obstruction and associated infection. As a result of 
duct obstruction and infection, the ducts become 
surrounded by fibrous tissue which ultimately ob- 
literates the lymphatics accompanying the ducts. 
The obstruction of lymph drainage is of greater im- 
portance than the obstruction of the duct lumen. 

Microscopic study of sections of breasts in the 
state of chronic mastitis has convinced the author 
that this condition is the same as any inflammatory 
process characterized by round-cell infiltration fol- 
lowed by immature spindle-celled tissue and finally 
by fibrous tissue. The epithelial changes are secon- 
dary to the connective tissue changes. 

The pathogenesis of chronic mastitis as deduced 
from this study is as follows: (1) an early stage of 
lymphatic congestion with definitely distended 
lymph sinuses surrounding the acini and the lobules; 
(2) an intermediate stage in which voung fibrous tis- 
sue is seen forming around the acini and lobules that 
are in a state of lymph congestion as a result of mild 
ductal infection producing lymph blockage; and (3) 
a late stage showing adult fibrous tissue with early 
epithelial hyperplasia and papillomatous growths, 
which is definitely precancerous. 

Harotp M. Britt, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Frenkel, I.: Haemorrhage from the Upper Respir- 
atory Tract Following Therapeutic Pneumo- 
thorax in Tuberculosis (Blutungen aus den oberen 
Atmungswegen nach dem Anlegen eines therapeu- 
tischen Pneumothorax bei Tuberkulosekranken). 
Otolaryngol. slav., 1931, ili, 450. 


Hemorrhage from the nose, nasopharynx, or 
larynx after therapeutic pneumothorax for pul- 
monary tuberculosis is rarely mentioned in the 
general medical or special rhinolaryngeal literature. 

The hemorrhage probably comes from the small 
arteries in the upper respiratory mucosa. The blood 
pressure in these vessels is raised by the compression 
of the lung caused by the pneumothorax and by 
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the increased output of the right side of the heart, 
all of which leads to venous stasis and distention. 
Another factor may be the loss of blood-vessel 
elasticity from the constitutional weakness asso- 
ciated with tuberculosis. Most of the patients de- 
veloping hemorrhage complain of coughing irritation 
and tickling and scratching in the larynx imme- 
diately after the establishment of the pneumothorax, 
Regional examination of the respiratory mucosa 
demonstrates little except congestion and disten- 
tion of the blood vessels and swelling of the lymph 
nodes. SAMUEL J. FoGELson, M.D, 


Bressot, E.: Five Cases of Pulmonary Abscess, 
Four of Which Were Treated by Pneumotomy 
(A propos de 5 cas d’abscés du poumon dont 4 
traités chirurgicalement par pneumotomie). Bull, 
el mém. Soc. nat. de chir., 1931, lvii, 1416. 

The first case reported by the author was that of 
a woman forty-one years old who had a postpneu- 
monic abscess in the right lung. The abscess was 
found by exploratory puncture in the seventh inter- 
space, and a foetid pus containing streptococci and 
anaérobic bacteria was obtained. At operation, the 
sixth rib was resected. As no adhesions were found, 
the opening was packed with iodoform gauze. Six 
days later the abscess was drained. Antigangrene 
serum was used locally. Drainage ceased on the 
fortieth day. Recovery resulted with immobility of 
the right diaphragm and stretches of bronchial 
sclerosis in the lower lobe. 

The second case was that of a man twenty-three 
years old. The patient was given neosalvarsan and 
antigangrene serum, but after five months showed 
no improvement. Resection of the seventh and 
eighth ribs under local anesthesia disclosed an oblit- 
erated pleural cavity. The lung was punctured at 
once into an abscess cavity the size of an orange. 
The cavity was washed out with antigangrene se- 
rum. Death resulted. At autopsy, the main abscess 
cavity was found well drained, but multiple small 
cavities in sclerosed lung were discovered around it. 

The third case was that of a man twenty-five years 
old who had a postpneumonic abscess of the right 
lung. On the forty-fifth day puncture revealed 
empyema and rib resection was done. Eight days 
later an abscess was found in the lower lobe and 
drained. Serum was used also in this case. Six 
months later the patient was well. 

The fourth case was that of a patient who de- 
veloped an abscess in the left lung after grippe. 
Pneumotomy resulted in cure. 

In the fifth case an abscess due to grippe de- 
veloped in the right lung. Although no organisms 
except streptococci were found in the pus, the pa- 
tient was given salvarsan and emetin. A few days 
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later he had a severe attack of vomiting and there- 
after rapidly recovered without operation. 

The author discusses the principal diagnostic 
signs of abscess of the lung and calls attention to the 
fact that in paracentesis there is danger of causing 
an empyema or missing the abscess. He states that 
if lipiodol is to be used to define the cavity in the 
roentgen examination it is best injected by the intra- 
tracheal method. 

Bressot believes that surgical intervention is indi- 
cated in the cases of all patients with pulmonary 
suppuration in whom the symptoms of infection and 
the roentgen signs do not show distinct improvement 
under medical treatment at the end of two months 
after the onset of the condition. The only operations 
which are curative of lung abscess are pneumotomy 
and pneumectomy. Bronchoscopic aspiration and 
treatment by collapse serve only as complements to 
direct attack on the lung. KeEttocc SPEED, M.D. 


Lilienthal, H.: Operative Treatment of Abscess of 
the Lung. Surg., Gynec. & Obst., 1931, liii, 788. 

The infection causing pulmonary abscess may 
reach the lung through: (1) an injury, (2) the blood 
vessels, (3) the lymph channels, or (4) the airways. 
The types of infecting organisms are many, and any 
lung abscess after the first few days is likely to be- 
come secondarily infected. Besides the ordinary 
organisms, gas-producing bacteria and spirochetes 
are often present. Extensive and rapid necrosis fre- 
quently results with alarming hemorrhage. The 
history must be considered carefully, particularly 
with regard to the possibility of a foreign body. 
There may be no chest symptoms and no cough. 
Occasionally a very foul breath is the first indication 
of the condition. Physical signs are misleading and 
scant. Chief reliance must be placed on the findings 
of X-ray examination. Anteroposterior or postero- 
anterior roentgenograms or both must be made with 
the patient erect and lying on the normal side. A 
full lateral roentgenogram should also be taken. 
Bronchoscopy is of great aid, and lipiodol may be 
helpful in the diagnosis. Aspiration should never be 
performed except at the time of operation after 
exposure of the ribs. 

Not all abscesses of the lung require operation. 
Many of them heal spontaneously. The greatest 
proportion of the latter occur in children. Cerebral 
embolism or embolic metastasis to other organs may 
occur at any time. An abscess may rupture into an 
interlobar fissure or if it persists for a long time its 
walls may become epithelialized so that extirpation 
is necessary for cure. 

The abscess should heal normally by granulation. 
Persistent bronchial fistula should be closed as 
they may favor hemorrhage or amyloidosis. 

The development of the abscess should be care- 
fully watched by frequent X-ray examinations. If 
these and the symptoms indicate retardation of the 
process, operation should be delayed. Bronchoscopy 
is helpful, but should not be continued in the absence 
of improvement. Pneumothorax, if used, must be 
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induced with low tension and should be abandoned 
if there is no improvement. 

Abscesses in the upper thoracic region should be 
drained by an approach through the axilla with re- 
moval of 3 in. of the third or fourth rib. Local 
anesthesia is the anesthesia of choice. If there are 
no adhesions between the parietal and visceral 
pleure, the wound should be packed and opening of 
the abscess delayed for from three to five days. At © 
the end of that time the exact location of the abscess 
should be determined by aspiration, the needle left 
in place, and the abscess opened alongside it. The 
abscess should be explored carefully and then packed. 
Recently the author has used gauze soaked in anti- 
gangrene serum for the packing. After a week or ten 
days the gauze should be replaced by soft rubber 
tubing. There should be no hurry in permitting the 
wound to close. If adhesions are found at the first 
operation, the abscess should be opened then. 

For the drainage of abscesses in the middle and 
the posterior portion of the lower part of the chest 
the eighth and ninth ribs should be resected. 

Abscesses near the hilum are difficult to approach. 
The author usually locates them accurately through 
a large thoracotomy and drains them later. 

The patient’s head should always be lower than 
his hips. Manipulations should be gentle. Packing 
should not be too firm. Drainage should be well 
above the lower limit of the abscess. 

FRANK B. Berry, M.D. 


McGillicuddy, O.: Acute Generalized Bronchio- 
lectasis with Bullous Emphysema. Ann. Otol., 
Rhinol, & Laryngol., 1931, xl, 1146. 

The author reports a case of acute generalized 
bronchiolectasis in a child two years old who was 
admitted to the hospital on account of difficulty in 
breathing. The history was negative. Examination 
revealed slight cyanosis and respiratory difficulty 
evidenced by intercostal retractions and an expira- 
tory grunt. On percussion, hyperresonance was 
noted. The temperature was 99 degrees F., the pulse 
130, and the respiration 45. X-ray examination 
showed overaération of both lungs and circular 
shadows. Bronchoscopic examination demonstrated 
an extensive mucopurulent bronchitis. 

Oxygen had little effect on the cyanosis and death 
soon resulted. At autopsy, generalized bronchio-. 
lectasis with bullous emphysema was found. 

A few similar cases have been reported in the 
literature. Pneumonia seems to be the chief factor 
favoring dilatation. A common finding is an exten- 
sive peribronchitis of the infiltrating or necrotic type 
with loss of the bronchial elastic tissue and invasion 
of the muscle by inflammatory elements. This is 
especially important in the presence of a bronchial 
stenosis. WILLIAM J. TANNENBAUM, M.D. 


Hedblom, C. A.: The Treatment of Empyema. 
J. Am. M. Ass., 1931, xcvii, 1943. 


Empyema may be classified as pyogenic and 
tuberculous. The former may be acute or chronic, 


330 INTERNATIONAL ABSTRACT OF SURGERY 


and the latter with or without clinical evidence of 
tuberculosis of the lungs. 

In acute pyogenic empyema the fundamentals of 
treatment are complete drainage and supportive 
measures. The drainage should be instituted early 
and maintained until the cavity has been obliterated 
by re-expansion of the lung. In the early stages of 
acute empyema, before the lung and mediastinum 
’ are adherent, the pleural cavities act as one and open 
drainage lowers the respiratory function of the 
other lung. Therefore closed drainage, which does 
not interfere with the respiratory capacity, is the 
method of choice in all early acute cases and those 
of severely ill patients and infants. 

The method is very simple. The tube is inserted 
into the chest through a trocar. Pus is aspirated 
(from 200 to 300 c.cm. if the cavity is large) and the 
cavity then irrigated first with saline solution and 
later with chlorinated soda until the solution returns 
clear. No air is permitted to enter the chest cavity. 
The irrigation is done every two hours. If there is a 
fistula, saline solution is used. The irrigation is 
continued until the cavity is obliterated or there is 
no further decrease in its size. Rib resection is then 
done. 

In two-thirds of the cases of chronic empyema 
without fistula re-expansion of from 50 to go per 
cent is obtained by the described irrigation with 
chlorinated soda. The cavity is often reduced and 
sterilized, and the general condition improved. The 
type of operation for the residual cavity depends on 
the size and shape of the cavity. If the capacity of 
the cavity is less than 100 c.cm., simple rib resection 
may be sufficient, but if it is more than several 
hundred cubic centimeters a two-stage operation 
consisting of rib resection in the first stage and a 
muscle plastic in the second stage should be done. 
If the capacity of the cavity is % liter, thoracoplasty 
is the operation of choice. 

In the treatment of bronchial fistula the use of 
the cautery may be sufficient, but if the fistula is 
large a plastic operation may be necessary in 
addition. 

A sterile tuberculous empyema should not be 
subjected to open drainage. In cases without active 
pulmonary disease the empyema cavity should be 
obliterated by re-expansion of the lung, but in cases 
with active pulmonary disease the treatment should 
be directed toward keeping the lung collapsed. 
In both types of cases the pus should be removed by 
aspiration. If pus continues to accumulate, extra- 
pleural thoracoplasty is advisable. 

WiLiiAM J. TANNENBAUM, M.D. 


Lichtenstein, H.: The Clinical and Pathological 
Pictures of -Primary Tumors of the Pleura 
(Die Klinik und Pathologie der primaeren Pleura- 
tumoren). Deutsche Ztschr. f. Chir., 1931, CCXxxiii, 29. 


In contrast to the now frequently appearing and 
diagnosed pulmonary and bronchial carcinomata, 
primary tumors of the pleura are rare. Benign 
tumors of the pleura (fibromata, osteomata, chon- 





dromata, angiomata) seldom produce clinical mani- 
festations and therefore are of little clinical impor- 
tance. On the other hand, the clinical differentiation 
of malignant tumors of the pleura from malignant 
tumors of the lung is essential. The most common 
malignant tumors of the pleura are the so-called 
endotheliomata, the course of which resembles the 
course of an exudative tuberculous pleurisy. How- 
ever, in contrast to tuberculous pleurisy, aspiration 
of the exudate does not relieve the dyspncea and is 
followed by immediate re-accumulation of the exu- 
date. Implantation metastases may occur at the 
site of puncture. Cytodiagnosis is difficult and un- 
reliable. Roentgen examination discloses a heavy 
homogeneous shadow cast by the exudate. Pulmo- 
nary tumor can be ruled out only after removal of 
the fluid and the induction of a diagnostic pneumo- 
thorax. 

Pathologico-anatomically, the pleural endothelio- 
mata are malignant. Their histogenesis is as yet 
unexplained. The chief question to be answered is 
whether their site of origin is in the endothelium of 
the lymph vessels or the lining cells of the pleura. 

Primary pleural sarcomata arise beneath the 
pleura. They are very rare. They are said to occur 
in the following three forms: 

1. Superficially extending tumors with exudation 
and little tendency toward metastasis. These cause 
the same clinical picture as pleural endotheliomata. 

2. Very malignant, destructive pleural sarcomata 
with pulmonary infiltration, which are manifested 
first by hemoptysis. The differentiation from pri- 
mary pulmonary neoplasms is very difficult. In the 
roentgenogram a broad-based implantation on the 
thoracic wall suggests a pleural tumor. 

3. Histologically malignant but clinically benign 
sarcomata. These are designated in the literature 
as “giant tumors of the pleura.’’ Histologically they 
are so fibrous that they sometimes suggest fibrosar- 
comata. Their clinical manifestations are essentially 
those of displacement of the heart and lungs. The 
involved side of the chest usually shows marked 
bulging. Fever has been noted in only one case. 
The tumor is characterized roentgenologically by 
the great density and extent of its shadow which has 
rather sharp borders. If diagnosed at the proper 
time, these tumors are amenable to surgery. 

In conclusion the author reports a case of giant 
tumor of the pleura which was under observation for 
seven years and was associated with myasthenia 
pseudoparalytica. HELLNER (Z). 


(SOPHAGUS AND MEDIASTINUM 


Findlay, L., and Kelly, B.: Congenital Shortening 
of the @sophagus and the Thoracic Stomach 
Resulting Therefrom. J. Laryngol. & Otol., 1931, 
xlvi, 797. 

The authors describe the symptoms and the find- 
ings obtained by the use of a soft rubber tube and 
X-ray and endoscopic examinations in six cases of 
congenital shortening of the oesophagus. They con- 
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dude that the dilatation always found distal to the 
constriction in such cases is caused by drawing up of 
the stomach into the chest. The stenosis is almost 
always opposite the seventh thoracic vertebra. By 
biopsy, the authors proved that the pouch below 
the constriction is gastric mucosa. 

JouN J. MALoney, M.D. 


Aurelius, J. R.: Peptic Ulcer of the sophagus. 
Am. J. Roentgenol., 1931, xxvi, 696. 


The author discusses the incidence, etiology, 
pathology, symptoms, diagnosis, prognosis, and 
treatment of peptic ulcer of the oesophagus and 
draws the following conclusions: 

1. Peptic ulcer of the cesophagus is a definite 
disease which is of sufficiently frequent occurrence 
to be of importance. Its cardinal symptoms are 
pain, dysphagia, nausea, vomiting, and occasionally 
hemorrhage and perforation. 

2. Its diagnosis calls for the closest codperation 
between the clinician, the roentgenologist, and the 
cesophagoscopist. 

3. In the past it was seldom diagnosed clinically, 
but as the result of the development of roentgen 
examination and cesophagoscopy and as the result 
of examinations for it in cases of substernal or epi- 
gastric pain, it has been found to be considerably 
more frequent than was formerly assumed. 

4. As the diagnostic criteria are yet incomplete, 
the roentgenologist has an important duty to per- 
form in their further development. 

ApoLpH Hartune, M.D. 


Ginkovskij, V.: Contributions on the Question of 
Resection of the Thoracic Portion of the soph- 
agus (Beitraege zur Frage der Resektion des 
Brustabschnitts der Speiseroehre). Zap. med. sek. 
Odessk. nauk. pri U. A. N. Tovaristva, 1930, ii, 33. 

The author discusses thoracotomy and cesophageal 
resection on the basis of sixty-six experiments on 
dogs and three operations on patients with car- 
cinoma of the oesophagus. He says that as the dan- 
ger of thoracotomy can be considerably reduced by 
the use of artificial respiration and the preliminary 
induction of complete pleural anesthesia, an ex- 
ploratory thoracotomy is indicated in every case of 
carcinoma of the thoracic cesophagus in which the 

general condition is still good. He has devised a 

simple apparatus for the administration of artificial 

respiration. It consists of a silver intubation tube 
bent at an angle of 120 degrees and a T-shaped glass 
tube 15 cm. long which has an egg-shaped dilatation 
in the center. The vertical limb of the glass tube is 
directed upward and is left open, while both ends 
of the horizontal portion are connected by rubber 
tubing 1 cm. wide to the intubation tube and to an 
alr pump which is worked by foot treadle. When the 
air pump is operated, the opening in the vertical 
portion of the glass tube is periodically closed with 
the finger. When the vertical portion is closed the 
air flows directly from the pump into the lungs, and 
when the vertical portion is open the air readily 
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escapes from the lungs. By this means the bellows 
may be kept in uninterrupted action. To prevent 
overdistention of the lungs the visible lung on the 
side being operated upon should never be distended 
to more than about half its normal volume. This 
quantity of air assures adequate pulmonary venti- 
lation. The air pressure in the lungs and the inflation 
of the lungs depend upon the frequency and degree 
of closure of the vertical portion of the glass tube. 
The use of a manometer is avoided in order to permit 
the greatest possible individualization in the artifi- 
cial respiration. Large variations in pressure must 
be prevented and the pressure raised or lowered 
gradually. 

Pleural anesthesia is obtained by the previous 
injection into the pleural cavity of 4 c.cm. of a 1 
per cent novocain solution per kilogram of body 
weight. 

The technique of the thoracotomy is described in 
detail. For interventions on the cesophagus below 
the bifurcation a transpleural operation should be 
done on the left side, and for operations above or at 
the level of the bifurcation the right transpleural 
route recommended by Dobromyslov in 1903 should 
be used. Of all incisions, the intercostal incision 
and the incision of Zaajer are best. The operation is 
materially simplified by preliminary phrenicotomy 
or exeresis. After the thoracotomy, the pleural 
cavity must be carefully examined, bleeding con- 
trolled, the incision closed in three layers, and the 
air withdrawn from the pleural cavity. When an 
cesophageal carcinoma is found to be operable at 
exploratory thoracotomy, the radical operation 
should be done immediately. It must be borne in 
mind that different methods must be used for 
tumors at different levels. 

In experiments on animals the author has found 
the following technique of value in the resection of 
the cardiac portion of the cesophagus: (1) left 
phrenico-exeresis and jejunostomy; (2) several days 
later, a T-shaped skin incision on the left side with 
the horizontal portion of the incision parallel with 
the costal margin and the vertical portion along the 
posterior axillary line, reflection of the skin flap, and 
resection of 10 cm. of each of the sixth to the twelfth 
ribs; (3) opening of the pleura by a similar T-shaped 
incision; (4) a frontal incision of the diaphragm; (5) 
mobilization of the stomach and its displacement 
into the thoracic cavity with elevation of the end 
of the cesophagus together with the tumor and the 
cardia and approximation and tight suture of the 
pleural folds behind it; (6) extrapleural cesophageal 
resection and cesophagogastro-anastomosis; and (7) 
careful suture. 

In cases in which the tumor is in the region of the 
bifurcation or above it, a two-stage operation con- 
sisting of cervical cesophagostomy and gastrostomy 
in the first stage and right-sided thoracotomy and 
total cesophagectomy in the second should be con- 
sidered. 

On the basis of his experience and from a study 
of the literature the author concludes that especially 
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in cases of thoracic cesophageal carcinoma definite 
healing may be expected if surgical treatment is 
given in time. The technical difficulties are sur- 
mountable. It is therefore extremely important, by 
means of energetic propaganda, to make the public, 
but particularly the general practitioner, aware of 
the possibility and efficacy of radical operative treat- 
ment of cancer localized in the thoracic portion of 
the cesophagus and of the necessity of operating in 
such cases as early as possible. Whenever the pa- 
tient’s general condition permits, an exploratory 
thoracotomy which is not a dangerous procedure, 
should be done in every case of carcinoma of the 
thoracic cesophagus. If the tumor is found to be 
definitely operable the radical operation should be 
done at once. If it is inoperable, the intervention 
should be limited to exploration or possibly the 
palliative procedure of Meyer. 

The article contains the protocols of the author’s 
experiments on dogs and the histories of three cases, 
and is supplemented by a bibliography. 

J. Kornmann (Z.) 


Jessup, P. M.: Mediastinal Emphysema. Arch. 


Surg., 1931, Xxiii, 760. 


The author reviews the literature on emphy- 
sema of the mediastinum and reports seven cases of 
the condition. 
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Mediastinal emphysema results in increased intra- 
mediastinal pressure, the outstanding effect of which 
is mechanical interference with the circulation by 


compression of the large veins entering both sides of | 


the heart. The outward signs depend upon the de- 
gree of this blockage of the circulation. 

Mediastinal emphysema may result from injuries 
or diseases of the lung, operations on the lung, per- 
forations of the chest wall, artificial pneumothorax 
or operations in the pleural cavity, wounds of the 
larynx, trachea, bronchi, neck, or diaphragm, rup- 
ture of the cesophagus, and retroperitoneal em- 
physema extending to the mediastinum. 

Characteristic signs and symptoms are extreme 
cyanosis and dyspneea, a rapid pulse, congestion of 
the superficial cervical veins, and a low blood pres- 
sure. There may also be substernal pain and sub- 
cutaneous emphysema. 

The roentgen findings are not characteristic, but 
are helpful. Increased vascular markings of the 
lungs have been seen. The borders of the lungs may 








be widely separated in the median line, and a dark | 


streak may appear between them. 

Treatment is to be considered from two aspects: 
that of stopping the source of the air, and that of 
giving an outlet to the air already accumulated in 
the mediastinum. The chances for recovery are not 
good. J. DanreL WiLtems, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Lower, W. E., and Hicken, N. F.: Interparietal 
Herniz. Ann. Surg., 1931, xciv, 1070. 

The term “‘interparietal hernia’ is applied to a 
group of unusual herniz located in the inguinal re- 
gion between the various layers of the abdominal 
parietes. Anatomically, these hernie may be classi- 
fied as properitoneal, interstitial, and superficial. 

Moynihan, Halstead, and many other authorities 
agree that all properitoneal hernie have two loculi, 
one of which extends down into the inguinal or 
femoral canal. However, the authors have collected 
fourteen authentic cases in which there was only 
one loculis. ‘Therefore a properitoneal hernia may 
be independent of the femoral or inguinal canals. 
Such herniz of the properitoneal type usually pass 
upward and outward toward the anterosuperior 
spine of the ilium, but may also pass backward 
and occupy the iliac fossa or downward and inward 
to the side of or in front of the urinary bladder. 

Properitoneal herniz are more common in males 
than in females because of the greater frequency of 
congenital anomalies in the inguinal region of the 
male. The right side is involved more often than 
the left because of the greater frequency of congenital 
anomalies associated with the later closing of the 
right vaginal process. 

There is no pathognomonic sign or symptom of the 
condition. Fully 90 per cent of the patients present 
the clinical syndrome of acute intestinal obstruc- 
tion. In some cases a reducible inguinal or femoral 
hernia has been present for a long time and follow- 
ing an apparent reduction the patient becomes 
nauseated and vomits, the abdomen becomes dis- 
tended, and the bowels become constipated. 

In interstitial hernie the sac burrows between the 
layers of the abdominal wall and may be found 
between the transversalis muscle and fascia, be- 
tween the transversalis and internal oblique muscles, 
between the fibers of the internal oblique muscle, 
or between the internal and external oblique 
muscles. The last is by far the most common posi- 
tion. Many authorities believe that these hernie 
also are bilocular, but the authors are convinced 
that both monolocular and trilocular forms occur. 

Interstitial hernia are three and a half times more 
frequent in men than in women. Their outstanding 
clinical symptoms are those of intestinal obstruc- 
tion. When a patient complains of pain in the 
Inguinal region, nausea, and vomiting, and examina- 
tion reveals an ectopic testicle and a palpable mass 
above Poupart’s ligament, an interstitial hernia 
should be suspected. 

_ The sac of a superficial inguinal hernia descends 
Into the inguinal canal, then through the external 
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inguinal ring, and then spreads out between the 
aponeurosis of the external oblique muscle and the 
skin. It may pass laterally toward the antero- 
superior spine of the ilium, upward and medially 
toward the umbilicus, or downward over Poupart’s 
ligament to a point directly over the femoral ring. 
The first position is the most common. 

For the repair of an interparietal hernia the 
authors prefer the combined abdomino-inguinal 
route used by Moynihan if there is evidence of 
bowel strangulation. Ear O. Latimer, M.D. 


Pearse, H. E., Jr.: Strangulated Hernia Reduced 
en Masse. Surg., Gynec. & Obst., 1931, liii, 822. 


Pearse reports a case of strangulated inguinal 
hernia reduced en masse. He defines the condition 
as the displacement of a hernial tumor without re- 
lief of the strangulation. 

Reduction en masse of a strangulated hernia is 
rare, occurring in only 0.0075 per cent of all hernia 
and in only 0.3 per cent of strangulated herniz. 

In a study of 190 cases the condition was found 
to be most frequent in middle-aged men who had 
had a right-sided inguinal hernia for many years. 

As a rule, the strangulated mass is forced to a 
properitoneal position, but occasionally the accident 
has occurred by rupture of the sac and displacement 
of only its contents. In 60 per cent of the cases the 
physician is responsible. 

The chief factor favoring the accident is the 
presence of a preformed properitoneal sac. Such a 
pouch is probably formed most frequently by the 
use of a poorly fitting truss. 

The diagnosis is made from a history of persistent 
symptoms of intestinal obstruction after the ap- 
parent reduction of a strangulated hernia. Local 
signs of the disorder are often absent, but in some 
cases a tumor may be palpated above the internal 
inguinal ring or in the lower quadrant of the 
abdomen. 

Early operation is indicated as in cases of femoral 
hernia the condition has a mortality of 70 per cent. 
and in cases of inguinal hernia a mortality of 40 
per cent. 

The possibility of reduction en masse of a strangu- 
lated hernia is one of the reasons for the abandon- 
ment of taxis. Jacos M. Mora, M.D. 


Bréchot and Nové-Josserand: Pneumococcic Peri- 
tonitis (Péritonites 4 pneumocoque). J. de chir., 
1931, XXXViil, 533. 

Pneumococcic peritonitis was first described by 
Bizzolo in 1885. In 1886, Cornil reported a case 
associated with pericarditis and bilateral pleurisy. 
The study of the condition from the bacteriological 
and pathological standpoints seemed concluded with 
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the article published by Lenormant and Lecéne in 
1905. Recently there has been considerable discus- 
sion of the surgical treatment. 

The disease is essentially one of childhood, being 
most common between the fifth and tenth years. 
Seventy-five per cent of the subjects are females. 
In very young infants and in adults the peritonitis 
is a complication of pneumococcic infection else- 
where, usually in the lungs. The pneumonia is 
apparently contemporaneous with the peritonitis 
and in the early stages masks the latter condition. 
Americans and Italians believe that angina is fre- 
quently the source of the infection. In peritonitis, 
the pneumococcus of Type 1 predominates whereas 
in pneumonia pneumococci of Types 2 and 3 pre- 
dominate. The anaérobic forms are the most viru- 
lent. 

As the result of early surgical intervention, the 
initial phases of the peritonitis are now known. 
Melchior, operating in the twelfth hour, found en- 
larged mesenteric lymph nodes and a mucin-like 
exudate covering the serous surfaces. The exudate 
rapidly became purulent. 

The peritonitis is localized or diffuse. The local- 
ized type is found twice as frequently as the diffuse 
type. In some cases the lesions in the diffuse type 
may be insignificant, the patient quickly dying of 
sepsis. In others, they are characterized by a fibrin- 
ous exudate. More commonly, the abdomen con- 
tains a large quantity of pus in which the intestinal 
loops float without adhesions. The pus is yellow, 
grayish-yellow, or green. Occasionally there are 
adhesions isolating the exudate in multiple, widely 
spread pockets. 

In the typical localized form there is a collection 
of pus occupying the true pelvis and extending ante- 
riorly in the midline to the level of the umbilicus. 
Less typical are abscesses in the cul-de-sac of Doug- 
las or the right iliac fossa. 

The infection is believed to originate most often 
in the nasopharynx. The peritoneum may be in- 
vaded alone or may be involved by a general infec- 
tion with other localizations. Transmission of the 
infection through the diaphragm is rare. Invasion 
of the peritoneum through the genital tract doubt- 
less occurs, but is difficult to prove directly. In a 
few cases the source of the peritonitis has been 
found to be a pneumococcic infection of the stomach, 
intestines, and appendix. Much more important is 
infection through the blood stream secondary to 
septicemia or to lesions of the lungs and pleure. 

The onset of the symptoms—abdominal pain, 
vomiting, and rapid elevation of the temperature— 
is usually sudden and violent. Occasionally, how- 
ever, there is a premonitory diarrhoea or pain in the 
right lower quadrant, and in some cases the onset is 
insidious with abdominal pain and loss of weight 
suggesting tuberculosis or cancer. When the infec- 
tion accompanies septicemia or pneumonia, the 
peritonitis may be entirely masked. In the septi- 
cemic forms death occurs after from one to seven 
days from cardiac collapse. The generalized sup- 





purative forms are more prolonged, the patient sur- 
viving for from eight to twenty-one days. The 
mortality in the two types of cases is respectively 
86 and 75 per cent. : 

The symptoms of localized peritonitis appear 
after a remission from the initial acute phase. The 
remission lasts for from six to fifteen days and js 
accompanied by diarrhoea. Gradually meteorism 
develops with the signs of a localized intraperitoneal 
exudate. The temperature rises and becomes of the 
hectic type with chills and sweats. 

After apparent cure by surgical drainage, re- 
lapses are not uncommon. Often fistula persist and 
the pneumococci can be demonstrated in the dis- 
charge for long periods—three years in a case re- 
ported by Zimmerman. 

In the differential diagnosis, appendicitis must 
usually be considered. In appendicitis, the local 
symptoms and signs (pain, rigidity, etc.) are intense 
and the general symptoms are relatively insignifi- 
cant, whereas in pneumococcic peritonitis there are 
symptoms of grave intoxication while the abdomen 
remains quite supple and free from pain. A diarrhoea 
with little peritoneal reaction often suggests simple 
gastro-enteritis. A purulent collection may suggest 
a phlegmon arising from osteitis of the pelvis. 

The prognosis of localized peritonitis is quite 
favorable. According to various reports, the inci- 
dence of recovery is about 80 per cent. Cure by 
spontaneous resolution is not rare. 

Some surgeons believe that during the first three 
days of the disease drainage is the best treatment. 
Others have objected to it because at this time the 
mortality is very high, there is usually nothing in 
the abdomen to evacuate, and the drain may intro- 
duce secondary infection. However, temporizing is 
associated with the danger that an appendicitis may 
be overlooked. When the nature of the infection is 
recognized at operation some surgeons close the 
abdomen completely. 

After subsidence of the acute initial symptoms 
one may choose the time and circumstances for 
evacuating any purulent collection that may form. 

ALBERT F. DEGRoAT, M.D. 


Rocher, H. L., and Guérin, R.: A Case of Torsion 
of the Omentum (Sur un cas de torsion de I’épi- 
ploon). Bordeaux chir., 1931, No. 4, 423. 


Torsion of the omentum is an uncommon lesion 
and is rarely diagnosed. Polidori states that of 114 
cases, a diagnosis was made in only 4. The diagnosis 
is especially difficult in the strictly abdominal cases. 
In the others it should be possible on careful con- 
sideration. Lejars distinguished 3 types of torsion 
of the omentum: (1) torsion combined with an 
irreducible hernia, (2) torsion combined with an 
empty hernia, and (3) torsion without hernia. The 
last type is the most rare. There may be also a type 
with intra-abdominal torsion and_ intrasaccular 
torsion. 

In the case reported by the author the torsion of 
the omentum was combined with an irreducible 
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hernia. The patient was a man fifty-nine years old 
who was suffering from a large scrotal hernia on 
the right side which he had kept reduced by a truss 
for several years. The hernia suddenly became 
irreducible and the patient was seized with nausea 
and abdominal pain localized in the right iliac fossa. 
There was no fever. The pulse was slightly accelerat- 
ed. The condition was diagnosed as strangulation of 
the omentum with possible omental torsion in the 
abdomen. Herniolaparotomy was performed under 
general anesthesia. When the omentum was 
liberated and untwisted, purulent fluid escaped. 
Ligature and resection of the omentum were done 
and drainage was established at the base of the 
funnel formed by the two omental layers. The 
abdomen was closed in 3 layers with superficial 
drainage of the area sloping toward the inguinal 
canal. The temperature was from 38 to 38.5 
degrees C. Ice was applied to the abdomen for 
forty-eight hours after the operation. Smooth 
recovery resulted. 

Examination of the fluid revealed no bacteria. 
The specimen of necrosed omentum showed poly- 
nuclear leucocytes in pyknosis at the base of the 
necrosis and pyknotic lymphocytes and hemor- 
thagic effusions about the necrosed areas. At the 
margins of the latter, signs of inflammation pre- 
dominated. These findings might have suggested 
omental tuberculosis, but the intensity of the 
polynucleosis, the absence of the epithelioid cells, 
the scarcity of plasmocytes, and the absence of 
caseation seemed to show that the condition was 
an epiploitis with a cellular reaction bordering on 
pseudotuberculous tissue. Examination for tubercle 
bacilli was negative. 

Two factors combine to produce torsion of the 
omentum: the omental mass and chronic inflamma- 
tion. The omental mass is fat and heavy, some- 
times even tumorous, and predisposes to the forma- 
tion of an omental pedicle and consequently to 
torsion. Some surgeons believe that the omentum 
may be congenitally pedicled. It is hard to tell 
whether chronic inflammation is the cause or the 
result of torsion. As a rule the cause of the inflam- 
mation is evident (appendicitis, pelviperitonitis, 
cholecystitis, or an old hernial sac). The non- 
adherent omentum moves on its pedicle. The ad- 
herent omentum, fixed at its 2 extremities, twists 
upon itself. The great motility of the omentum is 
another factor in omental torsion. Sometimes as 
many as 1o twists are found. The lesions vary in 
intensity from simple congestion to vascular obliter- 
ation and gangrene which may lead to rupture of 
the omental pedicle. The clinical signs vary accord- 
ing to whether the torsion is intra-abdominal, with- 
out or with an empty hernia or combined with an 
irreducible hernia. Under circumstances of the 


first type the symptoms are those of an acute ab- 
dominal condition, whereas under those of the 
second they are those of strangulated hernia. There 
may be a history of transitory pains due to incom- 
plete torsion. 
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The nature of the condition may be suspected from 
the contrast between the importance of the local 
lesions and the very slight general involvement. In 
the abdominal type of omental torsion a search must 
be made for the empty hernial sac. The condition 
most frequently confused with abdominal omental 
torsion is appendicitis. However, if the patient is 
seen early, the swelling is too large to be taken for 
an appendiceal abscess, and if he is seen later the 
general symptoms are too mild for those of appen- 
dicitis. The condition is often mistaken also for 
torsion of other organs and for intestinal invagina- 
tion. Operation is indicated in all of these condi- 
tions. Torsion of an irreducible hernia usually 
occurs on the right side. 

The prognosis is good if operation is done early. 
If the condition is not treated, it may give rise to 
thrombosis, intra-abdominal hemorrhage, rupture 
of the pedicle, or suppuration with general or 
localized peritonitis. Ligation of the omentum must 
be done carefully. Resection should be followed by 
treatment directed to the cause. Epita S. Moore. 


Czeyda Pommersheim, F.: Tumors of the Omen- 
tum (Ueber die Omentumgeschwuelste). Orvos- 
képzés, 1931, XXi, 30. 

Tumors of the omentum may be divided into two 
large groups. In the first group are the inflammatory 
tumors. These may be primary or secondary. To 
the secondary inflammatory tumors belong the 
masses forming postoperatively about foreign bodies 
and those which result from torsion or strangula- 
tion. Both primary and secondary inflammatory 
tumors may be of the simple hyperplastic type or 
result in abscess formation. They may also be cir- 
cumscribed or diffuse. The majority of postoperative 
tumors of the omentum are of the circumscribed 
type with abscess formation, whereas the primary 
tumors belong to the diffuse type which are simple 
and hyperplastic. Postoperative tumors of the 
omentum frequently occur about omental ligatures 
and after partial extirpation of the omentum. They 
are situated on the margins rather than in the body 
of the omentum, and vary in size from that of a 
walnut to that of a child’s head. They are round or 
oval, their surfaces are nodular, and they are com- 
posed of fatty tissue. They are closely related to 
the tumors developing around foreign bodies such 
as needles and fish bones which have penetrated the 
intestinal wall. 

The author reports a case of postoperative omental 
tumor in which three abscesses developed about 
three ligatures applied in a previous operation; 
also a case of primary inflammatory tumor of the 
omentum in which the condition was at first be- 
lieved to be a tuberculous lesion. 

The second large group of omental tumors are 
the true tumors. These also may be primary or 
secondary. The latter are usually malignant and 
occur either by direct extension or by metastasis. 
The former are very much rarer, and may be either 
benign or malignant. The benign tumors which have 
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been described include serous cysts, neuromata, 
lymphangiomata, dermoid cysts, lipomata, and 
fibromata. The three cases of echinococcus cyst 
reported in the literature may also be included in 
this group. The malignant true tumors of the 
omentum are sarcomata with a most varied histo- 
logical structure. Primary epithelial tumors of the 
omentum are extremely uncommon, only twelve 
cases having been reported. 

The author reports a case of primary omental 
carcinoma in which the diagnosis was proved by 
histological examination at autopsy. 

In conclusion the author says that the diagnosis 
of omental tumors is frequently difficult and their 
treatment is surgical. Steran Vas (Z). 


GASTRO-INTESTINAL TRACT 


Thomas, J. E.: The Mechanism of Gastric Evacu- 
ation. J. Am. M. Ass., 1931, xcvii, 1663. 


Thomas gives a brief account of the present status 
of our knowledge of the mechanism controlling the 
emptying of the stomach and adds experimental 
observations which he believes may shed new light 
on the more disputed aspects of the subject. Our 
conception of the physiology of gastric evacuation 
is an account of gradually increasing emphasis on 
the réle of the pyloric sphincter, which reached its 
climax in the ‘‘acid-control” theory of Cannon. 
According to the latter, the passage of material from 
the stomach is controlled entirely by the pylorus. 
Gastric evacuation occurs whenever the intragastric 
pressure near the pylorus exceeds the resistance due 
to the sphincter. The gastric motor mechanism is 
adapted to establish this condition at regular inter- 
vals corresponding to the rhythm of gastric peri- 
stalsis. Such a mechanism, operating without regu- 
lation, would empty the stomach, regardless of the 
state of digestion of the food or the ability of the 
intestines to handle it. Since this does not occur, 
the mechanism is obviously subject to regulation. 

Regulation results from stimuli due to conditions 
within the stomach and the small bowel. Stimuli 
within the stomach withhold the gastric contents 
until a satisfactory state of digestion has been 
reached. Stimuli from within the small intestine 
serve to adapt the rate of evacuation to the func- 
tional capacity of the intestine. 

The regulating stimuli from within the stomach 
are excited by the state of chemical digestion of the 
food. Chemically undigested food, especially pro- 
tein, and solid particles delay evacuation. Acid, so 
long as it is confined to the stomach, is not a regu- 
lating factor. Regulation from within the intestines 
results from chemical and mechanical stimuli. These 
act through two reflex paths, one in the myenteric 
plexus, which produces a motor reflex and an increase 
in the tone of the sphincter, and another through 
the vagi, which generates an inhibitory reflex caus- 
ing a decrease of motor function of the entire pars 
pylorica, including the sphincter. Chemical stimuli 
are diminished in effectiveness by intestinal, pan- 





creatic, and biliary secretions, which tend to neu- 
tralize acidity, and by intestinal motility, which 
moves the stimulating material to less irritable seg- 
ments of the small bowel. 

The regulatory factors (gastric and intestinal) 
tend to delay evacuation and are balanced against 
the inherent rhythmicity of the stomach. 

The tonus of the pyloric sphincter is determined 
chiefly by stimuli affecting the stomach muscle as a 
whole. It serves as a constant resistance to the pas- 
sage of chyme and blocks the exit of solid particles. 
By maintaining a narrow orifice, it filters the gastric 
contents, and by contracting when the adjacent 
duodenum contracts it limits regurgitation. 

Joun W. Nuzvum, M.D. 


Konjetzny, G. E.: Gastritis, Duodenitis, and Jeju- 
nitis and Their Significance to the Surgeon 
(Gastritis, Duodenitis, und Jejunitis in ihrer Bedeu- 
tung fuer den Chirurgen). Beitr. z. klin. Chir., 1931, 
clii, 552, 581. 


Gastroduodenitis is recognized as a well-defined 
inflammatory condition of the gastric and duodenal 
mucosa. There is no objection to calling it ‘‘catarrh” 
if this term is understood to mean an inflammation 
of the entire glandular organ, that is, the lining epi- 
thelium, the glands, and the interstitial tissues, and 
to indicate that changes in the interstitial tissues 
dominate the pathologico-anatomical process. A 
clear conception of the pathologico-anatomical find- 
ings is essential to an understanding of the develop- 
ment of the disease and the ability to judge its clin- 
ical manifestations. 

Ordinary gastritis does not always mean a diffuse 
mucosal catarrh. As a rule only the antral portion, 
the region of the pyloric glands, is involved and the 
region of the fundic glands is frequently free. A 
pangastritis may occasionally occur as a result of 
long-standing antrum inflammation. Acute gas- 
tritis produces definite symptoms. It is a recent 
exudative inflammatory condition characterized by 
infiltration of the mucosa by a fibrinoleucocytic 
exudate, degenerative changes of the epithelial struc- 
tures, especially the parenchyma, and the formation 
of erosions. Chronic gastritis is the sequela of, or 
the reparative state after, an acute mucosa inflam- 
mation. The periodicity of the clinical manifesta- 
tions corresponds to repeated inflammatory attacks. 
What is true of the gastric mucosa applies also to the 
mucous membrane of the duodenal bulb. Gastro- 
duodenitis is a pathologico-anatomical and patho- 
logicophysiological entity. 

The author next discusses the relation of gastro- 
duodenitis to the typical duodenal ulcer, and of 
gastritis to carcinoma of the stomach. He says that 
the typical duodenal ulcer represents an inflamma- 
tory destructive process which extends from the 
mucosal surface into the depths. He believes this is 
true also of peptic ulcer of the jejunum as the acute 
erosive jejunitis is just as typical as the acute erosive 
gastritis. The possibility of carcinoma arising from 
the chronic gastritis is mentioned. 
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With regard to the etiology of ordinary gastritis 
and duodenitis it is considered certain that injurious 
factors acting on the gastroduodenal mucosa from 
without and carried by the blood stream must be 
considered. On this basis it is possible to differ- 
entiate an exogenous and an endogenous gastritis 
and duodenitis. Both causes may act together, and 
constitutional factors may also play a rdle. 

In acute and subacute gastritis there is pain which 
sometimes is as severe as that of perforative peri- 
tonitis. Pressure and a feeling of fullness are rarely 
absent. Hemorrhage frequently occurs. 

The treatment of chronic gastritis and duodenitis 
is medical rather than surgical. Resection of a 
gastritic stomach without ulcer gives poor results. 
The author urges that the recent, unquestionably 
exaggerated eagerness to treat ulcer surgically be 
curbed. As erosive gastritis and duodenitis are con- 
sidered the early stages of typical ulcer formation, 
effective prophylactic treatment is possible. How- 
ever this should consist of medical rather than 
surgical measures. In the study of postoperative 
gastric disturbances, gastritis, duodenitis, and jeju- 
nitis must be given consideration. The demonstra- 
tion that mucosal inflammation may represent an 
important cause of operative failure shows the il- 
lusion of exaggerated expectations as to permanent 
results from surgical treatment and warns against 
the overvaluing of surgery as causal therapy of 
gastroduodenal ulcer. Moreover, it emphasizes the 
necessity for the strictest indications in the surgical 
treatment of gastric and duodenal ulcers and of ap- 
propriate treatment after operation. With due recog- 
nition of the results of resection, the fact remains 
that a mutilating operation such as resection cannot 
be considered an ideal method of treatment. Re- 
section will always be the last resort for cases of 
chronic ulcer in which medical treatment is unable 
to effect a cure. The therapeutic goal must be the 
combating of gastritis and duodenitis at the proper 
time and in the proper manner by medical measures 
to prevent the development of a chronic ulcer. 

L. Duscut (Z). 


Fairley, N. H., and Kilner, T. P.: Gastrojejunocolic 
Fistula with Megalocystic Anzemia Simulating 
Sprue. Lancet, 1931, ccxxi, 1335. 

The authors report three cases of gastrojejunocolic 
fistula which were admitted to the Hospital for 
Tropical Diseases in London with symptoms that 
were very similar to those of sprue. Chief among 
the latter was anemia of the megalocytic type. 
This type of anemia is almost constantly present 
in sprue. 

_ The explanation advanced by the authors is that 

im sprue the anemia is due to faulty absorption 

resulting from the involvement of the gastro- 

intestinal tract and in cases of fistula it is due to 
faulty absorption caused by the short-circuiting. 

The investigation of the cases herewith reported 
emphasizes the fact that the X-ray diagnosis of 
gastrojejunal ulceration is extremely difficult. In 
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one case, dilatation of coils of proximal jejunum was 
demonstrated when the presence of an ulcer was 
doubtful. 

The anemia in these cases responded to the ad- 
ministration of large quantities of liver or ventriculin 
and the standard high-protein, low-fat low-carbo- 
hydrate diet recommended by Fairley in 1930. 

The clinical picture so closely resembled that of 
sprue that in one case X-ray examination was not 
made until the patient had been under observation 
for nearly three months. The presence of free 
hydrochloric acid in all of these cases, even in one 
in which a gastric carcinoma was present, was 
against the diagnosis of sprue or pernicious anemia. 

A notable feature was the conservative type of 
operation performed in the two cases of ulcer, which 
gave such excellent results. 

Roscoe R. GrauAm, M.D. 


Leriche, R.: The Pathogenesis of Postoperative 
Peptic Ulcer (Pathogénie de |l’ulcére peptique post- 
opératoire). J. de chir., 1931, xxxviii, 465. 

In an article of twenty-five pages Leriche discusses 
the etiology and pathogenesis of peptic ulcer, of 
which postoperative ulcer is only a phase. 

The histological study of gastric ulcer has con- 
tributed only one fact of interest, viz., that the lesion 
is almost invariably associated with an atrophic 
gastritis in which the mucosa becomes entirely 
mucus-secreting. 

The contributions of bacteriology are summarily 
dismissed by the author. 

Animal experimentation, initiated by Schiff in 
1846, has added nothing to our knowledge of spon- 
taneous ulcer in man. Chronic lesions comparable 
to those occurring in man have been produced, but 
the accompanying functional disturbances, hyper- 
chlorhydria and hypersecretion, have been invari- 
ably absent. In other words, it has been possible to 
produce the lesion but not the disease. More en- 
lightening are experimental ulcers in man, i.e., post- 
operative ulcers. 

The facility with which most ulcers heal when the 
gastric secretions are modified by surgical or medical 
means suggests that the lesions are not of bacterial 
origin. When ulcers fail to heal or when they recur 
quickly after treatment it is evident that the func- 
tional pathology of the stomach has not been modi- 
fied by the treatment. Essential in the etiology of 
ulcers appears to be the change of the secretion, 
which is manifested as hyperchlorhydria and hyper- 
secretion late in digestion. 

Topographically, ulcers are limited to the motor 
portion of the stomach and to the duodenum above 
the ampulla of Vater. These two segments are both 
lined by mucous glands and have an alkaline re- 
action. It is probable that the protection afforded 
the mucosa against the action of the gastric juice 
by the mucus depends on the alkalinity of the secre- 
tions of these segments. Exact knowledge is lacking 
because the chemistry and physiology of mucus 
have been little studied. It is certain, however, that 
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the properties of mucus vary in different portions 
of the digestive tract. Leriche believes that research 
on this phase of gastric secretion may reveal some 
of the essential elements in the etiology of peptic 
ulcer. 

The pepsin and hydrochloric acid are produced 
exclusively in the fundus. Studies by Leriche and 
his collaborators have shown that, at least, in the 
dog, the division between the acid and alkaline por- 
tions of the mucosa is sharply defined, and the secre- 
tion of the fundus is controlled by the antrum by a 
hormone reflex. From these facts Leriche concludes 
that following modifications of the secretion in the 
fundus, stagnation of acid juice occurs in the resting 
stomach in the zone which is normally alkaline. The 
mucus in this zone may be secreted in insufficient 
quantity or in an altered physicochemical state 
which leaves the mucosa exposed in some degree to 
digestion. The stomach is generally in a state of con- 
gestion which modifies the secretion. Moreover, the 
mucous glands of the antrum show metaplasia, and 
there is evidence that they secrete a type of mucus 
different from the normal. 

The course of events in ulceration are probably as 
follows: (1) a minor disturbance of the secretion of 
mucus in the lesser curvature, the antrum, and the 
duodenal bulb, (2) metaplasia of the mucosa toward 
a purely mucus-secreting type, and (3) digestion of 
the poorly protected mucosa. At first the disease is 
purely functional and reversible and is brought about 
by the common errors of alimentation. Later it 
becomes anatomical. In support of this view are 
the frequency and gravity of gastritis and ulcer in 
countries where the food is generally coarse, of poor 
quality, overabundant, and poorly prepared. 

A final element in the etiology of ulcer is the 
hormone reflex. The lesions of the antrum, by stim- 
ulating secretion of the fundus, initiate and main- 
tain the hyperchlorhydria. 

In considering postoperative ulcer the author dis- 
cusses the topography, time of appearance, and fre- 
quency of the lesion. Ulcer follows from 1 to 6 per 
cent of posterior gastro-enterostomies and 16 per 
cent of those of the Y type. Anterior gastro-enteros- 
tomy when combined with entero-enterostomy is 
also often followed by ulcer. The author attributes 
little importance to the details of technique which 
have been blamed in the past, such, for example, as 
the use of clamps, non-absorbable sutures, and 
anastomotic buttons. The essential element is the 
functional effect of the anastomosis, which should 
be the elimination of stasis. When even a minor de- 
gree of stasis persists after operation, a postoperative 
ulcer is to be feared. This readily explains the poor 
results of exclusion of the pylorus. 

A few years ago a diagnosis of ulcer was being made 
on the basis of late gastric distress and hyperchlor- 
hydria alone. Gastro-enterostomies were frequently 
performed in the absence of ulcer and a veritable 
epidemic of postoperative ulcers resulted because a 
point of lowered resistance was established in the 
hyperacid stomach. 
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Conditions favoring the formation of ulcer in- 
evitably follow every gastro-enterostomy. The in- 
testinal mucosa is placed in contact with the gastric 
juice to which it is ill adapted. To obviate this dif- 
ficulty Finsterer in 1916 introduced radical gastric 
resections. In man, about two-thirds of the stomach, 
including all of the lesser curvature, must be re- 
moved to obtain achlorhydria. Resections of this 
extent are rarely performed. The lower incidence of 
postoperative ulcer following resection is offset by 
the higher mortality of the operation. 

ALBERT F. DEGrROAT, M.D. 





Goyena, J. R., Bianchi, A. E., and Caeiro, J. A.: 
“Schwannoma”’ of the Stomach. The Diag- 
nosis and Course to be Followed in Cases of 
Clinically and Radiologically Benign Tumors of 
the Stomach (“Schwannoma”’ del est6émago. El 
diagnéstico y la conducta a seguir ante los tumores 
gastricos clinica y radiolégicamente benignos). 
Arch. argent. de enferm. d. apar. digest., 1931, Vi, 955. 

Benign tumors of the stomach are rare. Their 
symptoms and physical signs are not characteristic. 
The symptoms are those of obstruction or those of 
anemia due to hemorrhages from the tumor. 
Gastric analysis is not of much help in the diagnosis. 

In the majority of cases the most important 
diagnostic information is obtained by X-ray ex- 
amination. The tumor image is usually located in 
the middle portion of the stomach. It has a definite 
outline and can be easily displaced. The gastric 
wall retains its flexibility and its smoothness. Peri- 
staltic waves are observed even at the level of the 
tumor. In contrast to cancer and ulcer, the gastric 
folds as demonstrated by Berg’s technique are well 
preserved even over the tumor. Ulceration is some- 
times revealed by a shadow within the tumor image. 

The authors report a case of benign tumor in a 
woman fifty years of age. The neoplasm caused 
marked anemia, repeated hamatemesis, and melena. 
Examination revealed a slight prominence in the 
left epigastric region. Over this prominence, mod- 
erate rigidity and tenderness were found. Examina- 
tions for blood dyscrasias being negative, a complete 
X-ray examination of the stomach was done. This 
revealed an apparently benign gastric tumor. 

About three months after the patient’s admission 
to the hospital, when her general condition had been 
improved, the tumor was resected with a portion of 
the gastric wall around it. The operation was fol- 
lowed by uneventful recovery. 

The specimen consisted of a rounded tumor mass 
3.5 cm. in diameter. The mucosa over it had the 
appearance of orange peel and presented an ulcera- 
tion in the center. On cross-section the neoplasm 
had a homogeneous pinkish appearance. 

Histological study showed the submucous neo- 
plasm to be formed by a proliferation of fusiform 
cells without atypical mitosis or degenerative pro- 
toplasmic changes, some of which were arranged in 
bands, but most of which were in whorls. The 
protoplasm ended in fine prolongations of varying 
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length which, when stained with Mallory’s con- 
nective tissue stain, had the appearance of embry- 
onic muscle elements. 

The histological interpretation of the tumor was 
the same as that of Gosset and Masson who con- 
sidered the neoplasm in a similar case to represent 
the secondary myosarcomatous degeneration of a 
fibromyoma. The authors believe that the schwan- 
noma is a mesodermic proliferation which chrono- 
logically is very embryonic, but morphologically 
is typical. 

To assure the removal of independent secondary 
nuclei, they advise resection of from 4 to 5 cm. of 
the gastric wall around the edges of the tumor. 

W. H. Martinez, M.D. 


Hernando, T.: The Beginning of Cancer of the 
Stomach (Como empieza el c4ncer del est6mago?). 
Prog. dela clin., Madrid, 1931, xix, 785. 

Cancer of the stomach is very frequently preceded 
by gastric ulcer or chronic gastritis. According to 
some American reports, the incidence of these pre- 
cancerous diseases is 72 per cent, but according to 
European reports it ranges from 3 to ro per cent. 
Pathological anatomists report a very high inci- 
dence. The differences in the statistics probably de- 
pend on whether they are made by clinicians or 
pathologists and on the difference in the opinions of 
pathologists as to when the cells at the border of an 
ulcer become cancerous. 

In 296 of the 405 cases reviewed by the author 
there was a short history, in 93, a long history, and 
in 16 a remote history, of digestive disturbance fol- 
lowed by a free interval before the symptoms of 
cancer developed. Of the patients with a short his- 
tory, 41 had had symptoms for from one to two 
years, 93 for from six months to a year, and 162 for 
less than six months. It is probable that the 16 with 
a remote history and the 1o9 with a long history had 
had ulcer or chronic gastritis. In a few cases the 
cancer of the stomach was secondary to cancer of 
the uterus, breast, skin, colon, or larynx. In 1 case 
the tumor was associated with multiple lipomata. 

The first symptom reported varies greatly. In 78 
cases it was a loss of weight. Loss of appetite, alone 
or in association with other symptoms, occurred 
first in 142 cases. In 6 cases there was bulimia, which 
in some of them persisted until just before death. In 
some cases there was nausea, and in smokers, intol- 
erance of tobacco. Intense pain was rare, but in 62 
cases there was moderate pain similar to that asso- 
ciated with other disease of the stomach. Other 
gastric symptoms were slight pain, cramps, a feeling 
of weight, a burning sensation, and eructation of 
gas. Dysphagia occurred in 24 cases. In 23, vomit- 
ing was the initial symptom. In 19, the disease was 
latent to such an extent that hemorrhage was the 
first sign. Six patients said that the disease began 
with indigestion. In 52 cases the first symptom was 
constipation, and in 22 cases diarrhoea. In 23 cases 
asthenia was the first symptom noted, and in 5 
anemia. In 4 cases the initial symptom was fever. 
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This generally occurs at a late stage of the disease 
and is caused by secondary infection of the tumor. 
Insomnia alone or in association with other symp- 
toms was noted first in 11 cases. In 8 cases a pal- 
pable tumor was the first evidence of the condition 
reported, but it is probable that the patients in these 
cases were of the type that ignore ordinary discom- 
fort and say nothing about an illness until it becomes 
serious. They had doubtless had other symptoms to 
which they paid no attention. One patient came 
complaining of an enlarged supraclavicular gland, 
and three stated that oedema and fatigue were the 
first symptoms of the cancer. 

Early diagnosis is very important. The methods 
of making such diagnosis are direct examination of 
the patient, examination of the stomach contents, 
examination of the feces for occult blood, roentgen 
examination, and a number of tests devised in re- 
cent years for the detection of cancer in general. 
Among the latter is Warburg’s test demonstrating 
that the cancer cell has a decreased capacity for fix- 
ing oxygen and a greater glycolytic power than the 
normal cell. Fischer-Wasels and Bungeler believe 
that these properties are not confined to the cancer 
cell, but are common to all of the cells of the body 
that is suffering with, or predisposed to, cancer. 

AuDREY Goss Morcan, M.D. 


Masuda, M.: Intestinal Movements in Artificially 
Produced Mechanical Ileus in Rabbits (Ueber 
die Darmbewegung bei dem am Kaninchen kuenst- 
lich hervorgerufenen mechanischen Ileus). Keijo J. 
Med., 1931, li, 1. 

The author’s findings are summarized as follows: 

In the examination of the intestinal coil in situ 
in the normal rabbit the registered curve of intes- 
tinal movement was always regular for more than 
ten hours. Only in the beginning was a slight irregu- 
larity demonstrable. 

When ileus was produced, the movement of the 
intestinal coil above the site of the ileus was just 
as regular as the intestinal movement in the normal 
rabbit for from one hundred and four to three 
hundred and six minutes (average one hundred and 
seventy-three minutes) from the beginning of the 
registration. Thereafter, the amplitude of movement 
was increased from time to time, the curve becoming 
similar to that of the excised uterus. With the aid 
of the application of morphine and atropin or divi- 
sion of the vagi, the cause of the occasional increase 
in the amplitude was found to be peripheral and 
central stimulation of the vagus. ‘This stage of 
stimulation lasted one and a half hours. At the 
end of that time, the intestinal movements gradually 
decreased, but not to the extent that they ceased 
entirely; they still continued to show increased 
amplitude at times. This transitional stage lasted 
one and a half hours. In the final stage, that of 
paralysis, the increased amplitude disappeared com- 
pletely and the gut showed only a slowly increasing 
irregularly arrhythmic movement. When pilocarpin 
or barium chloride was added to the Locke solution 
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into which the intestinal coil was dipped paralysis 
of the intestinal muscle was proved by failure of the 
coil to react to these drugs. 

The findings of these experiments indicate that 
the toxins of ileus should be sought in the intestinal 
coil lying above the site of ileus. One ileus toxin 
acts as a stimulant and the other as an inhibitant 
of intestinal movement. The stimulation is due 
to peripheral and central stimulation of the vagus, 
and the inhibition to paralysis of the intestinal 
muscle. 

The movement of the intestinal coil lying below 
the site of the ileus was similar to that of the normal 
gut for two hours from the beginning of the registra- 
tion. In some experiments, increased amplitude of 
movement was then noted from time to time, but 
was not so frequent nor so marked as the movement 
in the intestinal coil lying above the site of the ileus. 
In other experiments the amplitude decreased 
progressively until finally the intestine was com- 
pletely quiet. 

As the increase in the amplitude of movement was 
always noted in the experiments on the intestinal 
coil lying above the site of the ileus, but not always 
in the experiments on the coil lying below the site 
of the ileus, it was probably due to the ileus toxins 
formed in the part of the intestine lying above the 
site of the ileus which stimulate the vagus center. 

The decrease in the movement in the intestinal 
coil lying below the site of the ileus cannot be at- 
tributed to paralysis of the vagus or the intestinal 
muscle because when pilocarpin or barium chloride 
was added to the Locke solution into which the 
intestinal coil was dipped the latter reacted to these 
drugs although intestinal movement was diminished. 
The cause of the decrease or arrest of movement in 
the intestinal coil lying below the site of the ileus 
should be sought in the automatic motor apparatus 
of the gut and its deficient circulation. 

Louts NEuvwE Lt, M.D.’ 


Close, H. G.: Acute Intussusception in Children. 
A Statistical Analysis of 363 Cases at Guy’s 
Hospital. Guy’s Hosp. Rep., Lond., 1931, lxxxi, 436. 


Close has reviewed 363 cases of acute intussuscep- 
tion in children twelve years of age and under who 
were admitted to Guy’s Hospital, London, during 
the years from 1904 to 1927 inclusive. In all of 
these cases the diagnosis was confirmed at operation 
or autopsy. The ratio of males to females was 2:1. 
This is in accord with the observations of others. 
The patients ranged in age from two months to 
twelve years, but 71 per cent were less than a year 
old. In most of those under one year the condition 
occurred during the first five to eight months of 
life. The youngest patient was eight weeks old. 
Tweedy has reported a case of intussusception in a 
baby two days old. Of 146 cases in which the family 
history was obtained, a brother or a sister had had 
an operation for intussusception. In 68 per cent of 
the cases the intussusception was ileocecal, and in 
19 per cent it was ileocolic. In 3 cases there were 





multiple intussusceptions. In 1 case, 3 intussuscep- 
tions occurred in the ileum. There were at least 
14 instances of recurrence. In 2 cases the intussuscep- 
tion recurred 3 times. 

The mortality was about 31 per cent. Of the r11 
deaths, 93 were those of children under one year of 
age. Of 17 cases in which resection of the gut was 
done, death occurred in all. It was significant that 
in a case in which the patient survived in spite of 
gangrenous intussusception, resection was not under- 
taken. In this case spinal anesthesia was induced 
and a lateral anastomosis was made above and below 
the obstruction which was left in situ. 

Consideration of the death rate by years instead 
of for the whole series shows that the mortality has 
been reduced from 40 to 20 per cent. The reduction 
is accounted for largely by the improvement in 
anesthesia rather than earlier diagnosis or improve- 
ment in technique. Harry W. Fink, M.D. 


Elman, R., and Hartmann, A. F.: Spontaneous 
Peptic Ulcers of the Duodenum After Con- 
tinued Loss of Total Pancreatic Juice. Arch. 
Surg., 1931, Xxili, 1030. 

Elman and Hartmann report the development of 
spontaneous peptic ulcers in six dogs that lost all 
of the pancreatic juice for thirteen or more days and 
were kept alive and in good condition by careful 
feeding and the daily intraperitoneal administration 
of 500 c.cm. of Ringer’s solution. 

These observations together with those of others 
indicate the importance of the pancreatic juice in pro- 
tecting the duodenal mucosa, probably through its 
control of gastric acidity by reflux into thestomach. 
The authors briefly discuss the clinical application 
of their findings to high gastric acidity, pylorospasm, 
and duodenal ulcer. Jacos M. Mora, M.D. 


Gosset, A.: The Treatment of Postoperative Peptic 
Ulcer (Traitement de l’ulcére peptique post-opéra- 
toire). J. de chir., 1931, XXxviii, 491. 

Postoperative peptic ulcer is a relatively rare but 
grave complication which is often difficult to treat. 

The time of appearance of the ulcer varies from 
six days after the operation (Leriche) to several 
years. In experiments on animals, indurated ulcers 
have been produced in two months. 

The prophylactic treatment consists in perform- 
ing a correct operation for the original ulcer. The 
Y gastro-enterostomy and pyloric exclusion are to 
be condemned. 

Medical treatment of postoperative ulcer is less 
satisfactory than medical treatment of the original 
lesion and cannot be prolonged because of the 
tendency of the lesion to perforate. Radiotherapy 
introduced in Germany, appears to give relief in 
70 per cent of cases. However, a decrease in the 
gastric acidity can be obtained only with a dose 
which is dangerously high. 

The surgical treatment of postoperative ulcer 
should be conducted with certain technical pre- 
cautions. 
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Clamps, if used at all, should be long and flexible 
and protected by rubber. Clamping of the jejunum 
must be avoided whenever possible. Silk sutures 
are undesirable only because they may persist in 
the base of the ulcer. Buttons have been responsible 
for a certain number of ulcers. 

The first step in the operation is liberation of the 
anastomosis. Excision is apt to be followed by re- 
currence unless it is combined with some other 
procedure. Closure of the gastro-enterostomy alone 
is inadequate and often followed by duodenal ulcer, 
but when it is combined with duodenectomy its 
results are excellent. The technique of Judd is best. 
Gosset describes this technique in great detail. The 
Finney pyloroplasty is less satisfactory, being fol- 
lowed by recurrence in about 14 per cent of cases. 
When stenosis or fixation of the pylorus is found, it 
may be necessary to close the old gastro-enteros- 
tomy and make a new one. Under such circum- 
stances the Y type of gastro-enterostomy is the 
one most easily performed, but is to be avoided. 
More radical treatment is gastric resection by the 
method of Billroth, Haberer, or Finsterer. 

Peptic ulcer following a primary resection is 
especially serious. In some cases only jejunostomy 
is possible. 

Gastrojejunocolic fistula should be operated upon 
promptly to prevent inanition. Simple closure of 
the fistula favors recurrence. Theoretically it is 
best to combine closure with one of the procedures 
mentioned, but statistics show the mortality of such 
extensive procedures to be excessively high. 

Gosset gives detailed statistics covering all of the 
various operations ordinarily performed for recur- 
rent ulcer. ALBERT F,, DE Groat, M.D. 


Green, T. M.: The Surgical Significance of De- 
rangement of Intestinal Rotation and Dis- 
tribution. Surg., Gynec. & Obst., 1931, liii, 734. 

Many derangements of distribution of the alimen- 
tary tract may occur during fetal development. The 
foregut and the hindgut are practically never ab- 
normally located or attached. Nearly all of the errors 
of disposition occur in the midgut portion. To ex- 
plain the pathology of these errors of distribution 
and attachment, Green reviews briefly the normal 
development of the abdominal portion of the alimen- 
tary tract, its formation, its distribution, and its 
fixation within the abdomen. 

According to Dott, derangements of distribution 
include: (1) non-rotation, (2) malrotation, and (3) 
reverse rotation. The foregut and hindgut are free 
from anomalies of distribution because of the con- 
stancy of their development and because their de- 
velopment is not so complicated as that of the midgut. 
In the midgut, anomalies of distribution rarely occur 
during the first and third stage of rotation, but are 
common in the second stage. Their etiology is some- 
what obscure. 

Pathological arrangements of the midgut depend 
upon the direction the cecum takes after its reduc- 
tion to the abdomen. In non-rotation, it passes up- 
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ward into the left quadrant so that the entire colon 
and cecum are arranged to the left of the midline 
with the entire small bowel to the right of the mid- 
line, the ileum crossing from right to left to enter the 
cecum. In malrotation the cecum passes up to the 
region of the pylorus and becomes attached there or 
further over in the subhepatic area, which prevents 
its elongation and descent. In reverse rotation the 
loops of small gut, instead of passing from right to 
left behind the superior mesenteric artery, pass from 
left to right, bringing the cecum to lie behind the 
superior mesenteric artery, where it is fixed. This 
is a rare type of anomaly. Derangement of the third 
stage consists largely of an undescended cecum in 
the subhepatic area, due to early fixation, or a pelvic 
cecum, due to absence of fixation. These conditions 
may give rise to volvulus and obstruction, especially 
in infants. The volvulus practically produces an 
obstruction of the lumen of the gut. Later, disturb- 
ances of circulation and gangrene develop. In in- 
fants, the condition is not very difficult to recognize 
clinically, but in older children and adults its diagno- 
sis is made with considerable difficulty. In infants 
it may be confused with hypertrophic pyloric steno- 
sis as peristaltic gastric waves are seen and every- 
thing ingested is vomited. While the vomiting is of 
the projectile type, it does not occur so soon after the 
taking of food as in hypertrophic pyloric stenosis, 
and the vomitus contains large quantities of bile. 
The condition seems to occur more frequently in 
males than in females, and is most common during 
the first few days of life. 

In adults, anomalous arrangements of the intes- 
tines are usually discovered during an operation for 
appendicitis, the appendix being found displaced. 
Volvulus is present in adults more frequently than 
is generally supposed. In infants, it must be treated 
immediately. Besides knowing that a volvulus is 
present, it is important to know, so far as possible, 
the nature of the anomalous distribution. 

The mortality is extremely high, particularly in 
infants, because most of the patients are moribund 
when presented for surgery. 

The author reports the cases of two infants and 
one adult. He says that malrotation and non- 
rotation do not interfere with health after adult life 
has been reached. Eart Garsive, M.D. 


Carnelli, R.: A Clinical and Pathological Study of 
Three Rare Lesions of the Vermiform Appendix 
(Studio anatomo-patologico e clinico su tre rare 
lesioni dell’appendice vermiforme). Arch. ital. di 
chir., 1931, Xxx, 158. 

In the first case reported, that of a boy twenty 
years old, there was a primary alveolar carcinoma 
of the tip of the appendix which had perforated. 
The end of the appendix was hard, and free gelat- 
inous fluid was present, but there was no lymphatic 
extension. When the patient was followed up eleven 
years after the operation, he was found well. 

The second case was that of a boy ten years old 
who entered the hospital with the diagnosis of acute 
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appendicitis. At operation, a small amount of free 
yellow fluid was found. The appendix was retro- 
cecal and so buried by the inflamed adherent cecum 
that amputation of about 1 cm. of the end of the 
cecum was necessary to effect closure. The patient 
was well fourteen months later. Histological ex- 
amination of the appendix revealed a primary round- 
celled sarcoma. The patient’s mother had had her 
left arm amputated for sarcoma of the humerus. 

The third case was that of a patient twenty-seven 
years old who had primary hypertrophic tuber- 
culosis of the appendix. 

The author reviews the literature on these condi- 
tions and discusses the pathology. He states that 
at operation sarcoma is often confused with granu- 
loma and laboratory aid is usually required to make 
the diagnosis certain. In doubtful cases the cecum 
itself may be resected. When secondary involve- 
ment of the lymph nodes is absent the prognosis 
after appendectomy is good. KreLtocc Sprep, M.D. 


Weeks, C.: Volvulus of a Sigmoid Megacolon. Ann. 
Surg., 1931, XCiv, 1050. 

The author reports a case of volvulus of a sigmoid 
megacolon and reviews sixty-three cases collected 
from the literature. 

In the cases reviewed the condition was twice as 
common in males as in females. Forty-six per cent 
of the patients were from forty to sixty years of age, 
and 13 per cent were under twenty years of age. 

The chief symptoms were constipation, obstipa- 
tion, abdominal pain, and vomiting. A history of 
constipation beginning in early life (before the 
twentieth year of age) was given in 65 per cent of 
the cases, and a history of periods of obstipation 
lasting sometimes as long as eighteen days and 
averaging four and a half days was given in about 
the same percentage. There was nothing character- 
istic about the abdominal pain. Approximately 50 
per cent of the patients gave a history of one or 
more similar attacks. One had thirty-two attacks 
before the final operation. 

The complications included gangrene, peritonitis, 
perforation, and thrombosis of the mesosigmoid ves- 
sels. Dilatation of other parts of the colon was 
found in only 1 per cent of the cases. 

The three-stage Mikulicz operation seems to have 
the lowest mortality. Fifteen of the patients whose 
cases are reviewed had had twenty-three previous 
operations for relief of the volvulus. 

C. G. SHEARON, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Nuboer, J. F.: Studies of the Extrahepatic Biliary 
System. I. (Studien ueber das extrahepatische 
Gallenwegssystem. I.). Frankfurt. Ztschr. f. Path., 
1931, xli, 198. 

The author reports the results of histological and 
anatomical investigations which he undertook inde- 
pendently of Luetkens and had almost completed 





when Luetkens’ monograph appeared. His ana- 
tomical studies were made on seventy-five normal 
biliary tracts of persons ranging in age from one to 
ninety years. 

The normal, usually more or less elongated, pear- 
shaped gall bladder frequently shows a slight curva- 
ture which is almost always concave downward 
and to the left, or just to the left. The neck usually 
shows two curvatures, the first at its beginning and 
the second usually at its junction with the cystic 
duct and in a reverse direction to the first. These 
are described in the literature as the ‘‘funnel-neck 
kink” and the ‘“‘neck-cysticus kink.” The tendency 
toward the formation of spirals and kinks is appar- 
ently not limited to the cystic duct and the neck; it 
may appear also in the gall bladder. Most varied 
bendings, foldings, and kinkings may occur in the 
gall bladder independently of disease processes. The 
measurements of the gall bladder vary greatly even 
under normal conditions. 

The cavity of the neck is limited on the funnel 
side by the so-called first cervical valve. On the 
cystic duct side the neck is usually bounded by 
another small valve which as a rule is lower than the 
first valve. ° 

The cystic duct varies in length and in its diam- 
eter in different portions. As a rule it is narrowest 
at its most proximal beginning portion. While it 
usually runs in a slightly curved line toward the 
hepatic duct, in some cases it shows peculiar bend- 
ings in its beginning portion so that it runs a spiral, 
corkscrew, serpentine, or zigzag course. In other 
cases it runs almost straight from the neck to the 
hepatic duct. The ducts unite at an angle or run 
parallel for a short distance, or the cystic duct winds 
in a spiral about the hepatic duct. The first form, 
which is the form generally described in textbooks, 
was found in only 36 per cent of the author’s cases. 
The valves are always best developed in the prox- 
imal portion close to the neck. The opening of the 
cystic duct, which becomes visible when the hepatic 
duct is incised, shows astonishing variations in form 
and size. The author describes these in detail. When 
the two hepatic ducts unite low down to form the 
common hepatic duct, the cystic duct occasionally 
opens into one of the branches. 

In fifty-four adults the length of the common duct 
varied between 3 and 9.5 cm. and averaged 6.3 cm. 
In its middle portion this duct was in close relation- 
ship to the pancreas. In 66.7 per cent of the cases 
its course in the pancreatic portion was through a 
tunnel of pancreatic tissue. An ampullar dilatation 
before its termination (ampulla of Vater) was found 
in 76 per cent of the cases. The papilla of Vater was 
always found in the descending portion of the duo- 
denum. 

The hepatic and common ducts were usually 
spindle-shaped with the widest portion usually below 
the opening of the cystic duct. Occasionally a 
spindle-shaped swelling was found in two locations. 
In 9.5 per cent of the cases the hepatic and common 
ducts became narrower from above downward. On 
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the inner surface of these ducts there were a large 
number of small depressions (lacune, crypts). In 
the mucosa of the duodenal portion these disap- 
peared, giving place to a complicated fold formation 
which varied greatly in form and degree of develop- 
ment. As it has never been possible, by filling the 
bowel with liquid under pressure, to force intestinal 
contents into the biliary tract, it is probable that 
this valve formation does not play an important 
role in preventing the access of bowel contents into 
the ampulla of Vater. However, the form and ar- 
rangement of the valves suggest that they interfere 
with or prevent the backflow of bile from the duo- 
denal portion toward the higher segments of the 
biliary system. 

The second part of the article deals with the struc- 
ture of the muscles and the elastic tissue in the 
normal extrahepatic biliary tract. In only a minor- 
ity of the cases studied could a definite increase in 
the muscle tissue be recognized at the point of union 
of the gall-bladder neck with the cystic duct. In 
most cases only a little muscle was present here and 
was arranged in the same way as in several parts of 
the neck. In about 85 per cent of the cases there 
was no suggestion of an increase in the muscle bundle 
at the junction of the gall-bladder neck and the cystic 
duct, where Luetkens is supposed to have found a 
sphincter. In the author’s opinion it is better to 
consider the entire muscle coat of the gall-bladder 
neck and that of the cervical valves as a unit, a 
muscle system that perhaps is intended to take care 
of the closure of the gall bladder. The author’s find- 
ings at the end of the common duct (muscle of Oddi) 
also disagree with Luetkens’ assumption. 

In the third portion of the article Nuboer dis- 
cusses the structure of the extrahepatic biliary ducts 
in the presence of stones. With complete exclusion 
of the gall bladder from the duct system by an oc- 
cluding stone or contraction the bile ducts may be- 
come considerably changed. The chief changes are 
dilatation of the hepatic and common ducts and 
hypertrophy of the muscle of Oddi. 

The article contains twenty-eight illustrations. 
Coimers (Z). 


De Dziembowski, S.: The Value of Anastomotic 
Operations in Surgery of the Biliary Tract (Sur 
la valeur des operations anastomosantes dans la 
chirurgie des voies biliaires). Bull. et mém. Soc. d. 
chirurgiens de Par., 1931, XXiii, 545. 

In 1924 the author reported eight cases of compli- 
cations of biliary lithiasis—dilatation of the bile 
ducts, constriction of the lower part of the common 
duct, and constriction of the papilla of Vater—in 
which he made an anastomosis between the biliary 
and gastro-intestinal tract. The immediate and late 
results in these cases were encouraging, but as an 
especially striking example of the advantages of the 
method he cites a case which he operated upon 
several months ago. The patient was a woman 
twenty-eight years of age who was suffering from 
gall stones with severe colic. For one week an attack 
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had persisted in spite of several injections of mor- 
phine and pantopon. As the patient was threatened 
with septic angiocholitis, operation was decided upon. 
In the separation of adhesions previous to removal 
of the gall bladder a choledochoduodenal fistula of 
recent formation was discovered. The fistula was 
filled with a necrotic substance which was easily 
removed. This substance was found to be the de- 
tached vesicular mucosa with its entire contents. 
There were no stones in the ducts. The operation 
was completed by reconstructing the choledocho- 
duodenal fistula which had been accidentally re- 
sected. Excellent postoperative recovery followed. 
The patient remains in splendid condition to date. 

The spontaneous fistula in this case permitted 
evacuation of the pathological contents of the biliary 
tract. Naunyn emphasized the necessity of such a 
spontaneous fistula for spontaneous recovery. As a 
rule, spontaneous recovery does not occur after 
spontaneous fistula forming between other parts of 
the biliary and digestive tracts, such as between the 
biliary tract and the colon. The author believes that 
the good result in his case was due to the reconstruc- 
tion of the spontaneous fistula. 

It is well known that constriction of the lower 
part of the common duct may cause serious trouble 
at operation. In the presence of such a constriction, 
choledochotomy with drainage of the hepatic duct 
will not give a lasting cure even though complete 
evacuation of pathological material is achieved. 

As spontaneous fistulization gives good results, it 
would seem logical to conclude that an artificially 
produced fistula might give equally good results. 
However, the question arises whether an anasto- 
mosis between the biliary tract and the intestine 
might not favor the access of intestinal bacteria to 
the biliary tract. The author emphasizes the fact 
that the anastomosis is made to the duodenum which 
is relatively sterile and never to the lower parts of 
the small intestine or to the colon. Kehr recognized 
the value of this method and recommended anasto- 
mosis by suture rather than by the use of the 
Murphy button. He also emphasized the importance 
of making the anastomosis high enough up in the 
intestine or to the stomach. The disadvantages of 
the operation according to the older surgeons were 
postoperative dilatation of the ducts, hypertrophy 
of the walls of the biliary tract, and especially of the 
mucosa of the glands, an inflammatory hypertrophic 
condition of the lymphatic tissue in the walls, and 
the presence of bacteria in the biliary tract and even 
in the capillary bile ducts of the liver. However, 
Kehr attributed such infections to biliary stasis 
rather than to the anastomosis. Good results were 
obtained formerly only in cases of biliary lithiasis 
and not in cases in which obstruction was due to 
tumor. Cases successfully operated upon by this 
method have been reported by Anschuetz, Miller, 
Garré, Lameris, Doberauer, and Gohrbandt. Fin- 
sterer performed the operation in forty-eight cases, 
with only two fatalities, which he attributed to 
faulty technique. Postoperative drainage of the 
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abdominal cavity and especially of the region 
operated upon is indispensable. In Finsterer’s two 
fatal cases it had not been sufficient. Finsterer be- 
lieves that infection of the biliary tract in these cases 
is due, not to the anastomosis, but to stasis. Because 
of the possible presence of hepatic lesions, general 
anesthesia is contra-indicated. Of twenty-two pa- 
tients operated upon by Finsterer from three to 
seven years ago, nineteen are completely cured. 
Three still have symptoms, but these are due to 
gastric ulcer. Floercken performed the operation in 
twenty-eight cases and obtained a cure in go per 
cent. Sasse obtained a complete cure in all of 
eleven cases operated upon from eight to ten years 
ago. Bayer obtained good immediate and late re- 
sults in fifty-seven cases. Walters believes that the 
use of the Murphy button is an aid in checking post- 
operative hemorrhage. 

It is important to keep in mind the fact that 
artificial anastomoses will close up if the natural 
route regains its permeability. Therefore anasto- 
mosis should not be practiced indiscriminately in 
preference to drainage. As it will rob the biliary 
tract of the protective mechanism of the papilla of 
Vater, it should be done only when it is clearly in- 
dicated. According to Wildegans, choledochoduo- 
denostomy should be used only in cases of obstinate 
stenosis of the common duct which cannot be treated 
in any other way. In cases of stone in the papilla 
of Vater it should be used only when the patient is 
too feeble to withstand a radical operation. 

The operation is indicated in cases in which there 
is a constriction of the lower part of the common duct 
or of the papilla. In such cases it should be sub- 
stituted for drainage because drainage is frequently 
followed by recurrence and by symptoms due to 
constriction, insufficient permeability of the common 
duct, or persistence of the drainage fistula. Choledo- 
choduodenostomy is often very useful and efficacious 
in constrictions of the upper and retroduodenal por- 
tions of the common duct due to cicatrization and in 
obstructions due to tumors or induration of the 
pancreas. In cases of malignancy it gives temporary 
amelioration lasting for about a year and a half. 

De Dziembowski has made an anastomosis be- 
tween the biliary and digestive tracts in twenty- 
three cases. In six, the anastomosis was between the 
gall bladder and the duodenum, and in the rest be- 
tween the common duct and the duodenum. 
Cholecystoduodenostomy was used in cases of 
malignant tumor which could not be removed. In 
three cases the patients developed symptoms of 
heart failure and hypotension shortly after the 
operation as the shock of the intervention proved to 
be too great. The anastomosis was done under local 
anesthesia in one stage and by the suture method. 
Perhaps the Murphy button and a two-stage opera- 
tion might have given better chances of recovery. 
In two cases the ‘white bile,” considered a sign of 
poor resistance, was present. The author believes 
that the only operation to be recommended for such 
cases is cholecystostomy with secondary anasto- 


mosis. When anastomosis is done first the result will 
be only temporary. In three such cases autopsy 
showed that the impermeability of the anastomosis 
was due to rapid extension of the tumor, and in one 
case to cicatricial constriction of the sutured parts, 
In the seventeen cases in which choledochoduod- 
enostomy was done for biliary lithiasis better results 
were obtained than could have been expected from 
any other method. The anastomosis was accom- 
plished in these cases without any tension between 
the supraduodenal portion of the common duct and 
the duodenum. 

A wide longitudinal incision and the suture method 
were used. By means of the wide incision a wide 
anastomosis was obtained. Clamps were never used, 
especially not on the common duct. In almost all 
cases an exact approximation of the two surfaces 
was obtained. In some cases the author added a 
pedicled omental flap. In all cases the peritoneum 
was drained. There were no deaths which could be 
attributed to the operation. The two deaths in the 
series were due to the cardiorenal and pulmonary 
complications. In one case there was such marked 
necrosis of the common duct that it was necessary 
to choose between a choledochoplastic operation 
and an anastomosis. The author used the latter and 
obtained an excellent result with the use of a pedicled 
omental flap. In eight cases there was a constriction 
in the lower part of the common duct near the 
papilla of Vater due to cicatrices from biliary 
lithiasis. In two cases this portion of the common 
duct was obliterated as the result of an inflammatory 
tumor of the head of the pancreas. In these ten 
cases examination revealed a marked dilatation of 
the ducts, especially of the common duct, and 
hypertrophic thickening of the walls of the biliary 
tract. All of the patients were followed for more 
than two years. Anastomosis is never done by the 
author when the common duct is permeable. 

In cases of stenosis due to stones or inflamma- 
tion, choledochoduodenostomy gives the best results. 
Of the cases in which other surgeons performed chole- 
dochotomy with drainage, the late results are unsatis- 
factory in about 50 per cent. Evita S. Moore. 


Bollman, J. L., and Mann, F. C.: Experimentally 
Produced Lesions of the Liver. Ann. Int. Med., 
1931, V, 699. 

Although it is not as yet possible to reproduce 
exactly in animals all of the types and phases of 
hepatic disorders occurring in man, most of the ab- 
normal conditions usually associated with hepatic 
disease in human beings may be brought about ex- 
perimentally. 

The authors’ most valuable data have been ob- 
tained in experiments on animals in which the liver 
was removed. After proper preliminary measures 
to eliminate complicating factors such as portal 
stasis, the liver may be completely removed and the 
signs of complete hepatic insufficiency observed. | 

The authors’ observations on experimental ani- 
mals with various types of hepatic lesions may be 
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summarized best by considering the processes which 
in general appear to affect the response of the ani- 
mal to the alterations associated with pathological 
changes in the liver. One of the most striking ob- 
servations is that the liver possesses a huge reserve, 
as evidenced by the extreme amount of liver that 
may be injured or removed without the production 
of symptoms referable to the liver. In addition to 
the fact that less than 20 per cent of normal liver is 
necessary, the liver is capable of more than 100 per 
cent replacement due to the restoration of tissue. 
In cirrhosis, all of the three factors which prevent 
restoration and repair of the liver in the experi- 
mental animal are present—more or less extensive 
cicatrization of the liver, reduction of the blood sup- 
ply to the liver, and jaundice. 

The development of collateral circulation in the 
experimental animal appears similar to that occur- 
ring in the human being. 

Since a small amount of hepatic tissue is sufficient 
to maintain the normal metabolic and excretory 
functions of the liver, it does not appear surprising 
that most functional tests fail to indicate pathologi- 
cal changes of the liver until they are extensive. 

Tests designed to evaluate the excretory function 
of the liver appear to be the most satisfactory of any 
hepatic tests the authors have used. Failure of this 
function is indicated by bilirubinemia. This is not 
observed in the experimental animal without biliary 
obstruction unless extensive hepatic injury is 
present. 

Ascites develops spontaneously in animals with 
very extensive cirrhosis, and also following obstruc- 
tive jaundice of long duration. 

In all of this experimental work the proportion of 
carbohydrate in the diet of animals with extensive 
hepatic lesions is of outstanding importance. In the 
entire absence of the liver, animals succumb to 
hypoglycemia unless glucose is given. Bollman and 
Mann have maintained dogs with complete biliary 
obstruction for from six to twelve months on a diet 
of milk, bread, and syrup and have repeatedly ob- 
served the rapidly fatal effects of diets composed 
entirely of meat. 

Four dogs were maintained on a diet of milk, 
bread, and syrup; four were given a mixed diet with 
a 25 per cent content of meat protein, a 50 per cent 
content of carbohydrate, and a 25 per cent content 
of fat; and four were given as much meat as they 
desired. All of these animals received daily doses of 
10 c.cm. of carbon tetrachloride by mouth. At the 
end of one month, one of the animals that was fed 
meat had marked ascites and died two weeks later. 
Within three months the three others that were fed 
meat were distended with ascitic fluid and one of 
them died later. In the same period of three months 
the eight other dogs remained in good condition and 
showed no signs of ascites. Biopsy revealed that the 
livers of the animals to which meat had been given 
suffered more extensive injury than those of the 
other animals although lesions with the definite 
appearance of cirrhosis were present in all. 
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From these experimental studies of animals with 
definite pathological lesions of the liver, the authors 
draw the following conclusions: 

1. Because of the extensive reserve and extensive 
reparative processes of the liver, symptoms of 
chronic hepatic disease appear as evidence that most 
of that organ has been destroyed and that the cap- 
acity for reparative processes is almost exhausted. 
However, in the experiments reported, removal of 
the agent responsible for the production of the he- 
patic lesions enabled the animal (and liver) to re- 
cover sufficiently to maintain fairly normal life. 

2. A definite tendency toward intestinal hemor- 
rhage is present in animals with extensive injury of 
the liver, and this tendency improves as the condi- 
tion of the liver is allowed to improve, although the 
distended varices of the collateral circulation re- 
main. 

3. Ascites in the experimental animal may be 
controlled by dietary measures. 

4. Diets rich in carbohydrates appear to be es- 
sential for the maintenance of animals with extensive 
injury of the liver. 


Bernhard, F.: The Influence of Obstruction of 
the Common Duct on Liver Glycogen and Its 
Importance in the Etiology and Treatment of 
Diseases of the Liver Due to Biliary Obstruction 
(Der Einfluss des Choledochusverschlusses auf das 
Leberglykogen und seine Bedeutung fuer die 
Entstehung und Behandlung der Lebererkrankungen 
bei dem Vorliegen einer Gallenstauung). Klin. 
Wchnschr., 1931, ii, 1761. 

‘The author carried out experiments on animals to 
determine whether obstruction of the common duct 
is followed by glycogen deficiency and whether this 
in turn is followed by susceptibility of the liver to 
disease. In dogs, rabbits, guinea pigs, and rats in 
which he ligated or cut the common duct he found 
constantly a marked deficiency of glycogen in the 
liver. In the experiments on rabbits the common 
duct was ligated under urethane anesthesia. After 
the operation the animals received only water and a 
daily subcutaneous injection of about 0.6 gm. of 
phlorrhizin. By this treatment the blood sugar and 
the temperature were reduced. After a prodromal 
stage of several days, during which the animals ex- 
hibited general weakness, somnolence, and apathy, 
cramps developed. These phenomena, which are to 
be regarded as the manifestation of intoxication due 
to a deficiency of glycogen, ceased when injections of 
glucose were given. Therefore it may be assumed 
that a rich supply of glycogen protects the liver. 

The symptoms of intoxication due to lack of glyco- 
gen were even more pronounced in dogs. They in- 
cluded weakness, coma, apathy, vomiting, drowsi- 
ness, a fall in the temperature, muscle twitching, 
cramps, and dilatation of the pupils, symptoms 
similar to those of postoperative liver intoxication. 

Investigations were next carried out to determine 
whether, in prolonged obstruction, the liver loses its 
power to convert glucose into glycogen. In experi- 
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ments on rabbits, glucose was injected subcutane- 
ously seven days after ligation of the common duct, 
when the liver was practically free from glycogen. 
When the animals were killed several hours later 
large amounts of glycogen were found in the liver. 

From these findings the author concludes that in 
cases of insufficiency of the liver with threatening 
coma, treatment with glucose is indicated. 

In about half of the animals the cause of death 
after ligation of the common duct was found to be 
necrotic foci in the liver. In the rabbits which were 
treated with glucose such necroses were found only 
twice, and in one instance the focus was undergoing 
repair. 

In studies on rats in which the common duct was 
ligated the average duration of life after the opera- 
tion was twenty-six days when an ordinary diet was 
given but was increased to thirty-six days when this 
diet was supplemented by injections of glucose. 

WoHLGEMUTH (Z). 


Crandall, L. A., Jr.: Mechanisms of the Contrac- 
tion and Evacuation of the Gall Bladder. Arch. 
Int. Med., 1931, xlviii, 1217. 

As sham feeding reflexly stimulates the vagus 
which has been considered a motor nerve to the gall 
bladder, the gall bladders of four dogs prepared with 
an cesophageal and gastric fistula were visualized, 
the animals were given egg yolk or meat from one- 
half to one hour later, and their gall bladders then 
re-examined. In six examinations no change in the 
size or density of the gall-bladder shadow was ob- 
served. When egg yolk was introduced into the 
stomach through the gastric fistula, the gall bladder 
emptied completely in every instance. 

Psychic stimuli failed also to empty the gall blad- 
ders of two healthy males who had been given the 
dye intravenously, fasted, and for forty-eight hours 
repeatedly subjected to the sight and smell of 
food. 

Direct stimulation of the peripheral vagus with a 
tetanizing current produced borborygmi, but failed 
to expel oil injected into the gall bladder. Later, 
however, the same animals responded well to a fat 
meal or to the intravenous injection of cholecys- 
tokinin. Stimulation of the splanchnics in man by 
the injection of epinephrin also failed to alter the 
gall-bladder shadow. 

The author believes that the contradictions in the 
literature relative to spontaneous emptying of the 
gall bladder are probably due to the viscid iodized 
oil used in some of the experiments. In studies made 
on seven dogs in which brominized oil with a lower 
viscosity was used the gall bladder emptied sponta- 
neously in from eighteen to twenty-four hours. 
Spontaneous emptying occurred also when the 
sphincter of Oddi was replaced by a glass tube. 

In man, the administration of carbohydrates does 
not affect the emptying of the gall bladder unless it 
has been preceded by a fifty-hour period of fast and 
then only a slight decrease of the gall-bladder shadow 
is evident. While this decrease may be due to peri- 
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stalsis in the duodenum, it is evident that the rapid 
emptying of the gall bladder following a mixed meal 
cannot be due to duodenal peristalsis. The author 
believes with Ivy that rapid and complete emptying 
of the gall bladder is brought about chiefly by the 
liberation of cholecystokinin from the upper intes- 
tine by the action of fat or acid. 
STANLEY H. MENTzeER, M.D, 


Mirolli, A.: Hypertrophy and Hyperplasia of the 
Muscular Coat of the Gall Biadder in Chole- 
cystitis (La ipertrofia e la iperplasia della tonaca 
muscolare della coleciste nelle colecistiti). Arch, 
ital. di chir., 1931, XXX, 109. 

In studies of the behavior of the muscular coat of 
gall bladders removed by operation in cases of 
cholecystitis with and without stones, the author 
found hypertrophy and hyperplasia. These changes 
were especially marked in cases of cholelithiasis in 
which the calculi were wedged in the cystic duct. 
Mirolli concludes from his findings that contracture 
and active peristalsis of the gall bladder must be 
admitted. 

He studied also the physiopathological problem 
of the cause of biliary colic. The classical theory 
that hepatic colic is due to the forcing of calculi 
along toward the intestine by the musculature of the 
biliary tract seemed to be refuted by the fact that 
in the cases with numerous attacks of colic the 
thickening of the musculature of the gall bladder 
was less than in the cases with fewer and milder 
attacks. Moreover, a study of the end-results of 
cholecystectomy for gall stones indicates that un- 
doubtedly there is an organic factor common to all 
individuals suffering from recurrent or pseudore- 
current hepatic colic after operation. This may be 
the disturbance of the neurovegetative system that 
was suggested by Chiray and Pavel. 

KELLOGG SPEED, M.D. 


Borkowski, I.: The Cancer Problem in Poland: Pri- 
mary Cancer of the Gall Bladder (Zum Kiebs- 
problem in Polen: der primaere Gallenblasenkrebs). 
Chir. clin. Polonica, 1931, ii, 151. 


In twelve cases of primary carcinoma of the gall 
bladder diagnosed by exploratory laparotomy sup- 
port was found for the theory that the immediate 
cause of the condition is the chronic irritation pro- 
duced by gall stones. Stones were found in all of the 
seven cases in which the gall bladder was explored. 
Eleven of the twelve patients were women. The 
frequency of primary carcinoma of the gall bladder 
in women in Poland is ascribed to the prevalence 
among Polish women of gall-stone disease and of 
typhoid fever and other intestinal infections. The 
high incidence of gall-stone disease is attributed to 
the character of their diet, their frequent child 
bearing, and their habit of wearing tight clothing. 

While eleven of the twelve cases cited are reported 
only briefly, one case is reported in detail because 
the author believes that the general attitude of sur- 
geons toward primary carcinoma of the gall bladder 
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is too hopeless. In the latter case the removal of the 
fist-sized primary tumor mass together with the gall 
bladder and all contiguous tissues including a 
wedge-shaped block of liver and all palpable lymph 
glands about the stump of the cystic duct resulted in 
uneventful healing and relief for a period of six 
months. At the end of that time the patient returned 
with pain in the region of the liver and a recurrence 
of the tumor. At relaparotomy, the tumor which 
was adherent to the hepatic flexure and the border 
of the liver was removed together with the terminal 
ileum, the ascending colon, one-third of the trans- 
verse colon, and about 5 cm. of the border of the 
liver and an ileotransversostomy was done. Recov- 
ery was again uneventful, and the patient left the 
hospital gaining daily in weight and strength. 
Joun W. BRENNAN, M.D. 


MISCELLANEOUS 


Billings, A. E., and Wakling, A.: Penetrating 
Wounds of the Abdomen. Ann. Surg., 1931, 
xciv, 1018. 


Billings and Wakling present a review of 220 cases 
of stab and gunshot wounds of the abdomen ad- 
mitted to the Pennsylvania Hospital during the 
years from 1909 to 1930 inclusive. 

In the 84 cases of stab wounds the total mor- 
tality was 25 per cent. Hemorrhage was severe in 
7 cases, moderate in 11, and slight in 16. Shock was 
not marked except when it was associated with con- 
siderable hemorrhage. Of the 77 patients operated 
upon, 17 died. Four died from hemorrhage and 
shock. At autopsy, peritonitis was found in 11 
cases, pneumonia in 3, and subphrenic abscess in 3. 

In the 136 cases of gunshot wounds the total mor- 
tality was 55.14 per cent. Of the 75 deaths, 20 were 
those of patients who were not operated upon. Most 
of the latter were moribund when they entered the 
hospital. Of the 55 operative deaths, 28 occurred 
within the first twenty-four hours. In all of the fatal 
operative cases the hemorrhage was very severe. 
Autopsy was done in 49 cases. In 9, it revealed vis- 
ceral injuries of one kind or another had been over- 
looked at the time of operation. The authors believe 
that these unrepaired injuries were important factors 
causing death, and that injuries are overlooked 
more commonly than is generally believed. As the 
9 patients with overlooked injuries were in a very 
critical condition at the time of operation, it was 
necessary to perform the operation as quickly as 
possible. The authors believe that in such cases 
blood transfusion might improve the condition of 
the patient sufficiently to permit the surgeon to 
make a more thorough examination and a careful 
repair of all visceral injuries. 

In conclusion the authors suggest a more general 
and routine use of blood transfusion, the adoption 
of measures to reduce further the incidence of peri- 
tonitis and wound infection, and thorough explora- 
tion of every case for visceral injury. 

Ear GarsipE, M.D. 
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Lucké, B.: On the Morbid Anatomy of the Dia- 
phragm. Ann. Int. Med., 1931, v, 750. 

The diaphragm is affected primarily by only a 
few diseases, but it is frequently involved second- 
arily by diseases of the pleura, pericardium, perito- 
neum, liver, gall bladder, stomach, spleen, adrenals, 
kidneys, pancreas, and duodenum. The author dis- 
cusses the more common lesions—secondary neo- 
plasms, tuberculous and acute inflammatory re- 
actions, and certain degenerations. 

Primary tumors are rare. The few that have been 
reported have all been of the connective tissue type. 
Secondary tumors are much more common. Of 164 
cases of disease of the diaphragm reviewed’by the 
author, a secondary tumor was found in 18. Four- 
teen of the secondary tumors were carcinomata, 3 
were sarcomata, and 1 was a renal hypernephroma. 
The majority of the primary tumors were in the 
stomach, but some of them were found in the liver, 
gall bladder, ovary, lung, cesophagus, and small in- 
testine. In a series of cases reported by Kitain the 
sites of the primary tumor were the breast, uterus, 
bronchi, and tongue. Two of the primary sarcomata 
in the author’s cases were in the mediastinum and 
one was a spindle-cell sarcoma of the thigh. In some 
of the cases of cancer it was difficult to determine 
whether the tumor had spread to the diaphragm by 
direct extension or by metastasis. 

The cancers generally appeared as flat nodular 
infiltrations under one or both serous surfaces. Two 
of the sarcomata occurred as isolated rounded masses 
each of which was the size of a lemon. On micro- 
scopic examination the masses were seen to occupy 
the subserous lymphatics and to spread from there 
by way of the lymphaiics throughout the muscle. 
The hypernephroma and the spindle-cell sarcoma 
probably spread through the blood stream. Large 
areas of the diaphragmatic muscle were seen to be 
replaced by the tumor cells. 

Tuberculous lesions were noted in 35 cases. In 
nearly every instance they were secondary to ad- 
jacent primary foci. Even when the primary focus 
was in the chest, the peritoneal surface of the dia- 
phragm was affected more often than the pleural 
surface. The gross appearance was the same as that 
of tuberculous lesions of other serous surfaces. In 
some cases isolated miliary and conglomerate tu- 
bercles were found, but in the majority there was a 
true tuberculous serositis. Adhesions were common. 
In many cases tubercles were formed in the dia- 
phragmatic muscle, often with great destruction of 
the muscle fibers. As tuberculosis rarely involves 
the skeletal muscles, the frequency of involvement 
of the diaphragmatic muscle is probably due to the 
rich lymphatic supply of the diaphragm. 

Diaphragmatic pleurisy and peritonitis have long 
been recognized, but the occurrence of a true dia- 
phragmatic myositis has received little attention. 
Diaphragmitis was found in 25 of the author’s cases. 
Some of them showed degenerative lesions, but the 
majority presented a true myositis. The degenerated 
muscle fibers were separated by oedematous fluid 
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containing polymorphonuclear leucocytes and occa- 
sional mononuclear histocytes. A delicate fibrin 
net was often seen. The capillaries were engorged 
and the lymphatics distended. In 15 cases the pri- 
mary lesion was pneumonia. Repair processes led to 
adhesions of the serous surfaces and fibrotic patches 
in the muscle. 

The most common of the degenerative changes 
occurring in the diaphragm are vacuolar degenera- 
tion, cloudy swelling, Zenker’s hyaline degeneration, 
and fatty degeneration. 

The vacuolar degeneration is seen most often in 
cases of diaphragmitis. The muscle cells are swollen 
and without structural details and contain irregularly 
shaped vacuoles. 

Cloudy swelling is best recognized in fresh frozen 
sections or teased preparations. The cells are large, 
the striations are hazy or lost, and the cytoplasm is 
lumpy or granular. 

Zenker’s hyaline necrosis has been described in 
detail by Wells, who emphasized the frequency and 
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importance of this type of lesion as a complication of 
pneumonia. 

More chronic changes are fatty degeneration and 
fatty infiltration. The former is characterized by 
visible fat droplets within the muscle cells and is 
considered by many to be an irreversible degenera- 
tion. It is found most often in severe anemia and 
chronic circulatory disturbances and is similar to 
fatty degeneration of the heart. The diaphragm 
shows this lesion most often of all of the skeletal 
muscles. 

Fatty infiltration takes place only when a consider- 
able layer of fat is developed in the subserous tissue. 
When the muscle fibers have become atrophied the 
fat penetrates between them and interrupts their 
continuity. 

Any of these lesions may have serious consequences 
when there is a disturbance of the respiratory or 
circulatory system as the efficiency of the muscle 
depends on the contractility of its component muscle 
fibers. EK. S. Piatt, M.D. 
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UTERUS 


Gyllensvard, N.: Metrorrhagia Hzmorrhagica 
Juvenilis (Ueber Metropathia haemorrhagica ju- 
venilis). Acta obst. et gynec. Scand., 1931, xi, 423. 


This article emphasizes the importance of dis- 
tinguishing between acyclic and cyclic juvenile 
hemorrhages. 

The author reports a study of the onset, course, 
and prognosis of cases of the acyclic hemorrhage 
called by Schroeder “‘metropathia hemorrhagica 
juvenilis.” 

The average age of the menarche was found to be 
somewhat lower in the cases of women with these 
acyclic hemorrhages than in the cases of normal 
women. The first pathological hemorrhage occurred 
inimmediate relationship to the menarche in only a 
small number of the cases reviewed. In the majority, 
there were several years of normal menstruation 
between the menarche and the appearance of the 
hemorrhage. 

The author therefore believes it is incorrect to 
designate these hemorrhages as “hemorrhages of 
puberty.” 

As the hypophysis is of importance in the function 
of the ovaries, particularly in the development of 
the ovarian follicles, and as both the hypophysis and 
the ovary are rather intimately related to the 
thyroid gland, the author undertook studies to de- 
termine whether a disturbance of thyroid function 
might not be the cause of metrorrhagia hemor- 
thagica juvenilis. He reports the results of these 
studies after reviewing earlier investigations re- 
garding the relation of uterine hemorrhages to the 
thyroid gland and discussing methods of examina- 
tion. 

He concludes that while it is probable that a dis- 
turbance of thyroid function is present in a few 
cases, such a disturbance cannot be demonstrated, 
at least not by our present methods, in a sufficiently 
large number of cases to justify the assumption that 
it is the cause of the hemorrhages. 

In re-examinations which he made of the majority 
of his patients after from one to nine years, the 
author found that the results of various types of 
treatment were apparently good for the first few 
months, and that, irrespective of the kind of treat- 
ment, most of the relapses occurred during the 
second half year. He therefore concludes that at 
least a year must elapse before the results of a 
method of treatment can be estimated. 

Sistomensin, which is said to be a good remedy 
for “hemorrhage in puberty,” is worthless in 
metropathia hemorrhagica juvenilis. This is not 
surprising as its purpose is to check abnormally 
severe bleeding in menstruation. 
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ADNEXAL AND PERIUTERINE CONDITIONS 


Smith, P. E., and White, W. E.: The Effect of 
Hypophysectomy on Ovulation and Corpus 
Luteum Formation in the Rabbit. J. Am. M. 
Ass., 1931, xCvii, 1861. 


That the secretion of the anterior pituitary is 
essential to gonadal function seems to be one of the 
most firmly established facts in the physiology of 
the reproductive system. With the ablation of the 
anterior pituitary, follicles cease to develop and 
those with cavity formation undergo atresia. 

Recent work reported by Fee and Parkes has 
shown that the pituitary sex hormone (or hormones) 
is secreted into the body fluids with almost amazing 
rapidity. These investigators found that the pitu- 
itary, which had been secreting at a rate only suffi- 
cient to bring about a development of the follicles 
to the condition obtained in the non-mated cestrous 
rabbit, was stimulated by copulation to secrete 
within the period of one hour sufficient gonad- 
stimulating hormone to bring about the maturation 
of the follicles. The development of the corpora, 
although somewhat slowed, was nevertheless normal 
in character for a period of thirty-six hours after 
the copulation. 

In experiments carried out by the authors on 
ten rabbits the anterior and posterior pituitary were 
completely removed by an oral approach through 
the soft palate from one and a quarter to seventeen 
hours after the animals had been mated. Examina- 
tion of the ovaries revealed that ovulation occurred 
in every case. Since follicular growth and maturation 
will not take place in the absence of the pituitary 
gonad-stimulating hormone, it is evident that the 
stimulus afforded by copulation caused, by some 
at present unknown mechanism, an immediate and 
considerable discharge of this hormone. 

The authors found also that corpus-luteum forma- 
tion occurred even in the rabbits in which the pitu- 
itary was removed a short time after mating and 
consequently several hours before ovulation had 
taken place. In such animals the corpora appeared 
to be normal twenty-four hours after the hypophy- 
sectomy. In ovaries removed at the end of the 
second day after the hypophysectomy the corpora 
showed no striking developmental failure, but in 
ovaries removed four days after the hypophysectomy 
it was evident that little growth beyond that of the 
second day had taken place, and in those removed 
eight days after the hypophysectomy the corpora 
had regressed. 

In order to see the effect on the completely formed 
corpora, a twenty-two-day pregnant rabbit was 
hypophysectomized, one ovary was removed four 
days later, and the other ovary was removed eight 
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days later. This animal aborted some of the fetuses 
on the third and fourth day. When laparotomy was 
performed on the fourth day, three dead fetuses 
were found in the uterus. The corpora, which have 
been shown to be essential to gestation in experi- 
mental animals, showed avascularity and regression. 

The finding that corpora lutea will develop for a 
period in excess of two days in the absence of a post- 
ovulatory secretion of the hypophysis was unex- 
pected, but seems to have some relation to the 
problem as to whether two sex hormones are se- 
creted by the anterior hypophysis, one stimulating 
follicular growth and the other stimulating luteiniza- 
tion. It is evident that if the granulosa is acted upon 
by two hormones, one causing growth of the granu- 
losa and the other luteinization, both must be pres- 
ent at the same time and there must be a selective 
utilization of these hormones by the granulosa before 
and after follicular rupture. 

THEODORE J. Morris, M.D. 


Siegert, F.: The Results in Women of Trans- 
plantation of the Ovary Supplemented by 
Administration of the Hormone (Ergebnisse der 
Ovarientransplantation beim Menschen unter gleich- 
zeitiger Einwirkung kuenstlicher Hormonzufuhr). 
Zentralbl. f. Gynack., 1931, p. 2684. 


The author reports the results of transplantation 
of the ovary in thirty-seven women in the child- 
bearing age whose ovaries were removed because 
of inflammatory disease. Tissue from the patient’s 
own ovary was implanted in the sheath of the rectus 
muscle, in a so-called autoplastic transplantation 
operation. The results must be judged on the basis 
of the return of regular menstruation and the ab- 
sence or disappearance of the symptoms of cessa- 
tion of ovarian function. 

Permanent return of regular menstruation oc- 
curred in 40.5 per cent of the women, a transient 
return of menstruation in 13.5 per cent, metrorrhagia 
in 11 per cent, and amenorrhcea in 35 per cent. 
Therefore, as regards the re-establishment of men- 
struation, the treatment was successful in 50 per 
cent of the cases. While the severity of the meno- 
pausal symptoms usually depended upon the failure 
of regular menstruation to become re-established 
after the operation, a large number of patients in 
whom menstruation did not recur remained free 
from menopausal disturbances. 

The author reports also his experiences with 
transplantation of the ovary in cases of ovarian 
dysfunction. In these cases the transplantations 
were, of course, of ovarian tissue removed from 
other women, homeotransplantations. Success in 
the treatment of purely functional or developmen- 
tal disturbances by transplantation is slight and for 
the most part merely temporary. In one-half of 
the cases in which, because of rapid absorption of 
the transplanted tissue or long inactivity of the 
transplant, amenorrhcea and menopausal symptoms 
remained or appeared, good results were obtained 
by supplementing the influence of the transplanta- 





tion by the administration of ovarian hormone. 
The better the prospects of hormone therapy be- 
come as the result of improvement in hormone 
preparations, the more success can be expected from 
the use of such therapy as a supplement to ovarian 
transplantation. SIEGERT (G). 


Greenhill, J. P.: Rupture of a Corpus Luteum 
with Intra-Abdominal Hzmorrhage. A Re- 
port of Three Cases. Am. J. Obst. & Gynec., 1931, 
Xxii, 902. 


Rupture of a corpus luteum with intra-abdominal 
hemorrhage is more frequent than is evident from 
the number of cases reported in the literature. As 
there is nothing characteristic in either the history 
or the findings of physical examination, a correct 
pre-operative diagnosis is rarely possible. Therefore 
the condition should be borne in mind whenever a 
woman presents evidence of intra-abdominal hem- 
orrhage. 

The chief predisposing factors are the same as 
those responsible for non-perforative haemorrhages 
in the ovary, namely, conditions which bring about 
hyperemia of the ovary and engorgement of its 
vessels. Not infrequently, trauma plays a réle. In 
one of the author’s three cases the rupture was pro- 
duced during bimanual examination. 

E. L. CorneELL, M.D. 


Als-Nielsen, A.: Ovarian Hemorrhage with Symp- 
toms of Appendicitis (Ovarialblutung unter Ap- 
pendicitis-Symptomen). Ugesk. f. Leger, 1931, ii, 
710. 

Laparotomies in abdominal diseases with indef- 
inite symptoms have shown that the ovaries are 
the source of hemorrhages into the abdominal cavity 
more frequently than has been thought. In most 
of the cases reviewed by the author the diagnosis 
made before operation was erroneous. In cases with 
severe hemorrhage it was “rupture of an extra- 
uterine pregnancy,” and in cases with slighter 
hemorrhage, “appendicitis or acute salpingitis.” 
Encapsulated hemorrhages have been taken for 
ovarian tumors or hematoceles. In the course of 
three years at the Bispebjaerg Hospital, ten cases 
of pathological hemorrhage from the ovary were 
found at operation, all of which had presented 
symptoms similar to those of appendicitis. 

Ovarian hemorrhages can arise from: (1) normal 
follicles and corpora lutea menstruationis, but rarely 
from a corpus luteum graviditatis; (2) follicular 
cysts, especially corpus luteum cysts, and hemato- 
mata of the stroma which have arisen from interior 
follicular or corpus luteum bleedings; (3) ovarian 
pregnancies (previously looked upon by Forssner 
as the sole cause of ovarian hemorrhages); and 
(4) benign or malignant ovarian tumors. 

The author reviews five cases of small-cyst de- 
generation of the ovaries. In one case the hemor- 
rhage was caused by the ordinary rupture of a 
follicle, in three cases by microscopically dem- 
onstrated corpora lutea with central haemorrhage, 
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and in six cases by rupture of follicular cysts. On 
four occasions the hemorrhage occurred fourteen 
or fifteen days after the menses; on four occasions, 
a few days before the appearance of the mensvs; 
and twice, one day after the menses. 

The symptoms of ovarian hemorrhage are not 
characteristic enough to constitute a distinct syn- 
drome. The pains usually begin suddenly and vio- 
lently and diminish in intensity rather quickly. 
Very frequently the temperature is somewhat 
elevated. Bimanual examination as a rule yields 
nothing on which to base a diagnosis of ovarian 
hemorrhage. 

If hemorrhage from the ovary is found at lapa- 
rotomy, the treatment indicated is partial resection 
of the affected ovary or, in small-cyst degeneration, 
cauterization of the bleeding ruptured follicle and 
ignipuncture of the remaining, enlarged follicular 
cysts. SAENGER (G). 


Ando, S., and Narimatsu, K.: Lymphatic Vessels 
in Ovarian Tumor. Jap. J. Obst. & Gynec., 1931, 
xiv, 380. 


By employing the injection method, the authors 
found numerous large plexuses of lymphatic vessels 
enclosing ovarian cysts and carcinomata. In the 
ovarian cysts the lymphatic vessels paralleled the 
increase in the number of blood vessels, but in the 
ovarian cancers they had no numerical relation to the 
blood vessels. The lymphatics of the malignant 
growth may be distended by the pressure of the 
contained cancer cells. 

In both ovarian cysts and ovarian cancers the 
lymphatic vessels are found only in the connective 
tissue. Leopotp GotpDsTEIN, M.D. 


Rabau, E., and Lewinski, H.: The Clinical Aspects, 
Differential Diagnosis, and Genesis of Ovarian 
Hematomata (Zur Klinik, Differential-diagnose 
und Genese der Ovarialhaematome). Deutsche med. 
Wcehnschr., 1931, ii, 1575. 

Cases of severe, profuse intra-abdominal ovarian 
hemorrhages usually come to operation with the 
diagnosis of ectopic pregnancy. In the absence of 
acute symptoms of hemorrhage and the presence of 
symptoms of peritoneal irritation, appendicitis may 
readily be simulated. However, the menstrual 
anomaly (amenorrhcea from corpus luteum cysts 
and subsequent hemorrhage) should suggest the 
proper diagnosis. Vaginal examination usually re- 
veals an enlargement or a pronounced sensitiveness 
of the affected adnexa. However, the normal or only 
slightly increased rate of sedimentation of the red 
blood cells is of as little value in differentiating be- 
tween tubal pregnancy and ovarian hemorrhage as 
a positive puncture of the cul-de-sac of Douglas. 
Even at laparotomy a few cubic centimeters of blood 
are occasionally found in the abdominal cavity in the 
absence of noteworthy pathological changes in the 
tubes or ovaries. The authors report a case in which, 
at laparotomy performed for suspected ectopic preg- 
nancy, a ruptured lutein cyst of the left ovary was 
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found to be the source of the slight bleeding. Other- 
wise the genital organs were normal. 

The genesis of the severe and frequently life- 
endangering bleedings from the ovary are still un- 
explained. Even when the tubes appear normal, 
proof of a tubal pregnancy can be ruled out posi- 
tively only by microscopic examination. The pos- 
sibility of such haemorrhages from the ovary is evi- 
denced by another case reported by the authors— 
that of a twenty-three-year-old woman with irregu- 
lar menstrual periods but without external hemor- 
rhage who was suddenly seized with severe pains 
throughout the abdomen and attacks of syncope. 
To the right of the uterus a sensitive tumor the size 
of a hen’s egg was palpable. At operation, about 
1,000 c.cm. of mostly fluid blood, numerous adhe- 
sions, and bilateral hydrosalpinx were found. The 
source of the bleeding was a rupture about 4 cm. 
long in the left ovary which was the size of a hen’s 
egg. 

Microscopic examination disclosed no evidence of 
pregnancy. The ovary showed multiple follicular 
cysts. Therefore in this case both the clinical and 
the histological findings indicated that, as suggested 
by Cohn, the hemorrhage came from the vessels at 
the site of rupture or in the interior of the follicle. 
The authors are unable to offer any explanation for 
the left-sided localization of the bleeding in this case 
and the cases reported in the literature. Neverthe- 
less they believe that their case proves the occur- 
rence of severe bleedings as a result of the rupture 
of a follicular or lutein cyst in the absence of preg- 
nancy. STRAKOSCH (G). 


Tédenat: Embryomata of the Ovary (Embryomes 
de lovaire). Gynécologie, 1931, Xxx, 578. 

Tédenat says that as the so-called ‘dermoid 
cysts” of the ovary contain elements derived from 
all 3 germ layers, they are more properly called 
“embryomata”’ or ‘“‘teratomata.” 

The degree of differentiation of the germ layers 
is subject to variations ranging from the develop- 
ment of isolated tissues and members (teeth, hair, 
thyroid, bone, etc.) to the formation of well- 
defined homunculi. 

Embryomata have been found at all ages and 
occur during fetal life as well as in old age. Esti- 
mates of their frequency range from 2.2 per cent 
(Spencer-Wells) to 18 per cent (Sanger and Kelly). 
This difference is due to the fact that minute tera- 
tomata may be overlooked unless the ovarian cyst 
is carefully studied. Of 900 ovarian cysts operated 
upon by the author, 82 were embryomata. Tédenat 
believes that 10 per cent of ovarian cysts are cystic 
teratomata and 2 per cent are solid teratomata, and 
that the latter are nearly always malignant. 

Ovarian cysts are usually round or ovoid and 
occasionally are lobulated. Their surfaces are 
smooth and glistening, yellow, and often covered 
with fine red adhesions. They usually range in size 
from that of an egg to that of a fist. Occasionally 
they have weighed as much as 30kgm. The embryo- 
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matous portion of many cysts is often minute 
and recognizable only on microscopic examination. 
The embryoma is often distinct from the ovary, but 
may be attached to it by a long thin pedicle which 
is subject to torsion and rupture. During the course 
of pregnancy the tumor may be carried upward with 
the growing uterus and become fixed in the region 
of the kidney. More frequently, however, it becomes 
fixed on the posterior and inferior surfaces of the 
uterus. In the absence of infection it may become 
sclerotic and calcified. Sometimes it ruptures into 
the bladder or rectum. Occasionally it has a sub- 
peritoneal and intraligamentous localization. More 
common is the bilateral occurrence of these tumors 
or their association with pseudomucinous cyst- 
adenomata. 

In addition to the sebaceous material, hair, and 
teeth, the cyst contents may represent every pos- 
sible development from the 3 germ layers. Torsion 
of the pedicle occurs frequently and leads to intra- 
cystic and intraperitoneal hemorrhages. This com- 
plication and rupture of the cyst are usually serious. 
They result in infection and, when the cyst is 
malignant, in dissemination of the tumor cells. 
Similar complications may be brought about by 
the puncture of ovarian cysts. Except in cases of 
parovarian cysts, puncture rarely cures the con- 
dition. 

The prognosis of solid teratomata is always grave. 
Even when operation is performed, death often re- 
sults after several months from metastases. The 
prognosis of cystic teratomata is more favorable 
although these neoplasms may be associated with 
malignant cystadenomata. Malignancy may take 
the form of carcinoma or sarcoma. 

The only treatment of ovarian embryomata is 
excision. Whenever possible, it is desirable to con- 
serve at least a part of the normal ovary. 

Harotp C. Mack, M.D. 


Neumann, H. O.: Pregnancy and Delivery During 
Secondary Feminization After Masculiniza- 
tion (Schwangerschaft und Geburt nach Ver- 
maennlichung und Wiederverweiblichung). Deutsche 
med. Wchnschr., 1931, ii, 1366. 


The author reports on a typical ovarian tumor 
belonging to the arrhenoblastomata group, an 
“adenoma tubulare testiculare” or ‘‘ovarian testis.” 

The patient was a thirty-two-year-old woman in 
whom the menses had become irregular after the 
twentieth year. She had been married for five 
years. During the last three years menstruation 
had been very infrequent. The last period had oc- 
curred one and one-half years ago. Since then, the 
patient had lost weight and had attacks of pain in 
the lower abdomen, and her female characteristics 
had changed to masculine. There was an increased 
growth of hair all over her body, but especially 
on the genitalia and chest, and the clitoris had in- 
creased markedly in size. The patient had become 
so thin that she had a bony and angular appearance. 
Examination disclosed a tumor about the size of a 





plum on the left side of the pelvis, apparently on 
the ovary. The neoplasm was removed. 

Histological examination of the specimen showed 
it to be a benign epithelial growth of tubular 
columns which was manifestly of testicular deriva- 
tion. Many clumps of lipoid-containing, hyaline inter- 
stitial cells were found; also primordial follicles, 
graafian follicles, and corpora albicantia. The tumor 
was therefore a typical testicular tubular adenoma 
of the ovary. 

A normal menstrual period occurred thirty-eight 
days after the operation, and the patient regained 
her female form, appearance, and feelings. She has 
since borne two children. HARTMANN (G). 


EXTERNAL GENITALIA 


Moench, L.M.: Primary Epithelioma of the Vagina 
Am. J. Obst. & Gynec, 1931, xxii, 837. 


Primary epithelioma of the vagina is rare. Fewer 
than 1 per cent of all carcinomata in women are be- 
lieved to be of vaginal origin. In the Mayo Clinic 
the ratio of vaginal to cervical epitheliomata seen in 
the period between 1915 and 1925 was 29:1,246 or 
approximately 1 vaginal carcinoma to 43 cervical 
carcinomata. 

In a report published in 1922 of a study made in 
1921 of a series of cases of vaginal cancer seen at the 
Mayo Clinic, Stacy stated that only 3 cases had been 
recorded in the American literature previously. 

Two forms of early lesion occur. One of them 
simulates a benign papilloma so closely that micro- 
scopic examination is necessary for its diagnosis. 
The other form may appear in an early stage as a 
small, firm nodule. Later this nodule breaks down 
into an ulcer with a characteristically firm margin, 
which in some respects suggests a syphilitic lesion. 
Although the early lesion often appears clinically 
insignificant, microscopic study shows the growth 
to consist in the majority of cases of an undiffer- 
entiated, rapidly growing type of cell with a malig- 
nancy of Grade 4 according to Broder’s scale. 

In the majority of cases the initial symptoms of 
the disease are insidious. A slight intermenstrual 
discharge, usually but not always bloody, may be 
the only sign until the lesion has become advanced. 

In reporting a study of malignant lesions of the 
genito-urinary tract in 1922, Broders reviewed 18 
cases of vaginal carcinoma seen at the Mayo Clinic 
between 1904 and 1915. 

Of the entire number of 59 cases seen in the Clinic 
to date, specimens for biopsy were obtained in 37. 
In 35 of the latter the neoplasm was a squamous-cell 
epithelioma, and in 2 an adenocarcinoma. 

Of 41 patients seen after 1915, 36 were married. 
The average age at which the neoplasm developed 
in the 41 cases was forty-nine years. The youngest 
patient was twenty-eight years old and 5 were 
thirty-five years of age or younger. 

Of the 41 patients with primary carcinoma of the 
vagina who were treated at the Clinic between July, 
1915, and January, 1930, information regarding the 
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status of 37 had been obtained at the time this 
article was written. 

Of the patients who were treated with radium 
alone or with radium and the roentgen rays alone, 
the average length of life of those who died. with 
early lesions was two years, ten months, and fifteen 
days, and the average length of life of those who 
died with advanced lesions was two years and eight 
months. Of the patients treated by both surgery 
and radium irradiation, in all of whom the condition 
was in an early stage, the average length of life was 
one year. The living patients of this group showed 
evidence of malignant activity within one year. 

Broders’ series of 18 cases seen in the Clinic be- 
tween 1904 and rors were either inoperable or were 
treated by operation only. Of the 12 patients who 
were operated on, 2 (16.6 per cent) were alive after 
nine years and five months and after fourteen years 
and seven months respectively. 

It may therefore be said that the palliative effect 
of radiotherapy compared with the results in cases 
in which no treatment is administered results in an 
average prolongation of life amounting to one year 
and nine months in the early group and one year and 
seven months in the advanced group. Arrest or cure 
was obtained in 6 of 12 early cases treated by radio- 
therapy as compared with 2 of 12 cases treated by 
operation alone. 

Of 53 patients (37 of the combined series of 41 and 
16 of Broders’ series) who had been traced when this 
article was written, only 9 have survived without 
evidence of recurrence for from two to twelve years. 
A so-called cure was therefore obtained in only 17 
per cent. This deplorably low figure indicated not 
only the high degree of malignancy of the lesions but 
also the failure in large measure of both early diagno- 
sis and present methods of dealing with the disease. 


MISCELLANEOUS 


Hartman, C. G.: The Phylogeny of Menstruation. 
J. Am. M. Ass., 1931, xcvii, 1863. 

While it is conceded by biologists that in its 
spectacular manifestations menstruation is a ‘“‘pri- 
mate character,” the author calls attention to the 
universality of uterine bleeding in vertebrates. 

In the monkey there are many types of uterine 
bleeding of regular or frequent occurrence: (1) 
menstruation with ovulation, (2) menstruation 
without ovulation, (3) the placental sign or bleeding 
of implantation, and (4) the intermenstrual or 
mittelschmerz bleeding. 

Hartman believes that menstruation and placental 
bleeding are conditioned by the same physiological 
factors. Throughout the vertebrate series, wherever 
the embryo lives in a brood chamber at the expense 
of the parent beyond the point to which the stored 
yolk of egg carries it, bleeding occurs into the brood 
chamber. This is true of man and of monkey, the 
menstruating forms that have a particularly hemor- 
thagic type of implantation; of the forms having a 
burrowing type of placentation, such as lemurs, 
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carnivora, and rodents; and of non-deciduates, 
such as the sheep and the cow. 

Passing to the predominantly egg-laying classes 
of vertebrates (fish, amphibia, reptiles, and birds), 
one finds that in all except the birds here and there, 
in species, genera, or even whole families, life habits 
have become associated with viviparity, intra- 
uterine or intra-ovarian development, even to the 
extent of yolk sac or allantoic implantation. Here 
also it is found that when the embryo depends for 
development beyond the egg stage on the mother’s 
(or the father’s) body substance, the brood chamber 
contains red blood cells mingled with the pabulum 
provided by the nutritional organ. 

With few exceptions the nutritive organs are the 
derivatives of the muellerian ducts. This is prac- 
tically the only mucous membrane in the body 
through which the passage of red blood cells is a 
physiological process. 

From among the great variety of conditions under 
which embryonic nutrition is effected in the various 
truly viviparous fish and amphibia, the author 
selects as examples those found in the salamandra 
atra, the stingray pteroplatea, and the zoaraces. 

In conclusion he says that the study of the cont- 
rol of the bleeding has not yet begun so far as the 
lower vertebrates are concerned. The suggestion of 
Hartman, Firor, and Geiling that a hypophyseal 
factor may be generally involved he believes is 
worthy of investigation. 

THEODORE J. Morris, M.D. 


Frank, R. T.: The Réle of the Female Sex Hormone. 
J. Am. M. Ass., 1931, xcvii, 1852. 

Frank states that in analyzing the processes of 
the sex physiology in the female it is necessary to 
consider the follicle, the corpus luteum, the placenta, 
and at least two fractions from the pituitary. 

The hormone of the anterior lobe of the pituitary 
gland stimulates the ovary to produce follicles. The 
follicle elaborates the female sex hormone. Follow- 
ing ovulation, the corpus luteum develops. This 
gland continues to produce the female sex hormone 
and a special hormone. The chorion epithelium, ° 
later developing into the placenta, produces both 
female sex hormone and prepituitary hormone. 

The clinical conditions discussed by Frank are 
limited to those occurring in adolescents and mature 
women with functional disturbances. 

Of the primary functional diseases of the female, 
hyperfunctional conditions have proved most diffi- 
cult to analyze. Hypofunctional conditions are class- 
ified as amenorrhcea, oligomenorrhcea, and sterility. 

Frank describes the tests he uses for the female 
sex hormone and the prepituitary hormone in the 
blood and the urine. 

The work on the prepituitary hormone has not 
yet advanced sufficiently for the determination of 
an absolute norm. 

The manifestations of ovarian hyperfunction are 
divided into puberty bleeding, preclimacteric bleed- 
ing, premenstrual hypertension, and maturity men- 
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orrhagia and metrorrhagia. In cases of puberty 
bleeding, the level of female sex hormone in the 
blood appears to be constantly high. The urine 
excretion also demonstrates marked overproduction 
of the hormone. Also in cases of climacteric bleeding 
of purely functional character the level of the hor- 
mone in the blood is high. As a rule, however, it 
shows some cyclic variation. In cases of premen- 
strual hypertension the marked nervous and vascular 
symptoms preceding menstruation are explained by 
overproduction or underexcretion of the hormone. 
The maturity menorrhagia and metrorrhagia have 
not been elucidated by the author’s studies. 

The manifestations of ovarian underfunction are 
divided by the author into amenorrhcea and sterility. 
The former is subdivided into: (1) the subthreshold 
blood cycle, which is characterized by an accumula- 
tion of hormone in the blood at more or less regular 
intervals and a typical urine curve with increase 
of excretion at the time of follicle ripening or ovula- 
tion; (2) the negative blood cycle, in which the 
blood fails to show an accumulation of hormone, but 
an excess of hormone is found in the urine; and (3) 
acyclic amenorrhcea, in which neither the blood nor 
the urine shows demonstrable quantities of female 
sex hormone. 

Cases of sterility show either a subthreshold blood 
cycle or a negative blood condition with a urinary 
cycle. 

On the basis of his findings Frank concludes that 
present methods of treatment are illogical. His 
investigations with all of the supposedly potent 
anterior lobe preparations commercially obtainable 
have proved negative. His studies of puberty 
menorrhagia or metrorrhagia have convinced him 
that these conditions are usually self limited. He 
therefore places the patient in the best surroundings 
available and treats her with rest, a roborant diet, 
fresh air, and sunlight. Not infrequently, curretage 
is required to relieve the bleeding temporarily. Re- 
peated transfusions may be necessary. The use of 
parathyroid, insulin, theelin, and large doses of 
calcium has proved unavailing. 

The bleedings of maturity have also failed to 
respond to endocrine therapy, but for these the 
ordinary methods available to the gynecologist such 
as curettage and roentgen therapy may be used with 
less hesitation as the majority of the patients have 
already borne numerous children. 

Bleeding of the climacterium has been controlled 
by curettage, roentgen therapy, or the intra-uterine 
application of radium. 

In the cases of premenstrual hypertension the 
overcharged circulation does not produce excessive 
bleeding. In some, the condition has been relieved 
by improving renal and intestinal elimination, limi- 
tation of fluids, and the administration of calcium. 
~ A number of cases of amenorrhcea have been found 
due to ovarian disturbance only secondarily. In 
such cases the underlying condition, when amenable 
to’treatment, has been attacked. The author has 
been unable to influence amenorrhceas resulting 


from marked ovarian underactivity. In most cases 
he has advised against the so-called stimulating dose 
of X-rays. 

In certain cases of sterility, sex hygiene, dietary 
control, and reassurance of the patient are as ef- 
fective as any therapy yet devised. 

In cases of climacteric symptoms, thorough elim- 
ination and, in severe cases, occasional venesection 
and the administration of calcium in high dosage, 
have proved as effective as female sex hormone 
therapy. ALBERT M. VOLLMER, M.D, 


Candela, N.: The Uterine and Ovarian Cycle in the 
Guinea Pig Following the Administration of 
the Apiol Drugs (II ciclo uterino ed il ciclo ovarico 
nella cavia in seguito alla somministrazione di droghe 
apioliche). Rev. ital. di ginec., 1931, xii, 533. 

In a series of experiments in which he studied 
vaginal smears and histological sections of the 
genital tract of guinea pigs, Candela demonstrated 
that the supposed emmenagogic action of apiol, a 
derivative of parsley (petroselium sativum) which is 
commonly used clinically in the treatment of hypo- 
function of the ovaries and to produce abortion, is 
due to violent congestion of the genital tract. He 
was unable to demonstrate any specific effect on the 
ovaries except a congestion or possibly an inhibition 
of the development of the follicles due to the toxic 
properties of the drug. While apiol may cause 
abortion when it is taken in large doses, these doses 
are followed by toxic symptoms and often by death. 

The author advises that the clinical use of the 
drug be discontinued. Peter A. Rost, M.D. 


Manzi, L.: Tubal Motility and the Direct Action 
Exerted upon It by the Follicular Fluid and 
Extract of Corpus Luteum (La motilita tubarica 
e l’azione diretta che su di essa exercitano il liquido 
follicolare e V’estratto di corpo luteo). Arch. di 
ostet. e€ ginec., 1931, XXXViil, 591. 

Manzi studied in vitro the effect of follicular fluid 
and corpus luteum extract on the motility of fallo- 
pian tubes which had been excised at operation for 
neoplasm or inflammatory disease of the pelvic 
organs or during cesarean section. 

The follicular fluid stimulated the kinetic activity 
of the tube, producing higher contractions and regu- 
lating the rhythm of the motility. The extract of 
corpus luteum almost stopped the tubal activity. 

These results support the theory that the motility 
of the fallopian tubes is increased during the follicu- 
lar phase, that is, during maturation and especially 
rupture of the follicle, to favor the migration of the 
ovum toward the uterine cavity, and that during the 
corpus luteum phase it is decreased to favor implan- 
tation of the ovum. 

The author noted also that the motor activity of 
the tubes excised during pregnancy was diminished, 
whereas that of tubes excised during labor was 
increased. In both of these periods the tubes re- 
sponded similarly to the tubes of non-pregnant 
women. PETER A. Rost, M.D. 
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Schereschewsky, J.: Operative Treatment of Uri- 
nary Incontinence in Women (Beitrag zur opera- 
tiven Behandlung der Harninkontinenz beim 
Weibe). Ztschr. f. urol. Chir., 1931, xxxii, 157. 

The author discusses the topography of the organs 
of the small pelvis, especially of the base of the blad- 
der and the urethra, and the influence of a change in 
position of these organs on their function. He then 
describes Figurnow’s operation for urinary incon- 
tinence. 

In addition to the suturing together of the sep- 
arated fibers of the sphincter and removing the 
cystocele, the position of the floor of the bladder and 
of the urethra is corrected by fastening the anterior 
vaginal wall to the posterior surface of the pubic 
bone. In a vertical direction from above downward 
and with the aid of a small, sharply curved needle, 
two silk ligatures, one on each side of the symphysis, 
are passed through the beginning of the arcus ten- 
dineus fasciz pelvis, which can be felt as a roll on the 
posterior surface of the pubic bone and extends in a 
horizontal direction. The ends of the ligatures are 
brought through the anterior vaginal wall in its 
middle third in a vertical direction, one to the left 
and one to the right of the neck and floor of the 
bladder, and tied. By this means the vaginal wall is 
raised and approximated to the posterior surface of 
the pubic bone. The floor of the bladder is thus 
elevated and brought up toward the pubic symphy- 
sis, the posterior wall of the base of the bladder is 
pressed against the anterior wall, and closure of the 
vesical sphincter is made easier. The urethra 
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assumes its normal position, and is lengthened and 
extended. Sixty-three patients have been treated by 
this method since 1922. Primary healing occurred in 
all. 

The late results in the fifty-six cases which have 
been followed up are complete cure in thirty-nine, 
improvement in twelve, and no change in five. For 
cases of urinary incontinence from birth which is 
not complicated by injury of the vesicovaginal wall 
or by adhesions, the author considers Figurnow’s 
procedure the method of choice as it is simple, it has 
a sufficient anatomical and physiological basis, and 
it has given good results. 

The Goebell-Stoeckel operation also depends on 
puckering of the sphincter, correction of the cysto- 
cele, and elevation and fixation of the bladder and 
urethra, but is more difficult technically. It is indi- 
cated in difficult cases of urinary incontinence with 
extensive cicatricial changes in the neck of the 
bladder, cases in which it is necessary not only to 
restore the sphincter but also to provide it with a 
support from beneath by building up a cushion of 
fascia and muscle. In uncomplicated cases the latter 
operation is needlessly severe. Therefore in such 
cases Stoeckel employs the so-called direct musculo- 
plasty. However, as compared with direct musculo- 
plasty, Figurnow’s operation possesses the advantage 
of assuring a reliable elevation of the fundus of the 
bladder and fixation to the posterior surface of the 
pubic bone by means of ligatures which are passed 
through the arcus tendineus fasciz pelvis. 

F. T. Meyer (G). 





PREGNANCY AND ITS COMPLICATIONS 


Ricci, J. V., and Di Palma, S.: An Analysis of 100 
Cases of Ruptured Ectopic Gestation: The 
Technique and Evaluation of Autohzemofusion. 
Am. J. Obst. & Gynec., 1931, xxii, 857. 


The authors suggest the term autohemofusion in 
lieu of the ill-chosen autotransfusion. They have 
treated eleven cases of ruptured ectopic gestation 
with sudden profuse or moderately profuse hemor- 
rhage by autohemofusion. The procedure is of 
distinct value for the utilization of the free intra- 
abdominal blood. The red cells of the intra-abdom- 
inal free blood have been found microscopically 
normal as late as seventy-two hours after the time 
of the rupture. 

Autohemofusion is blood economy. Even in the 
cases of patients who are not in urgent need of 
blood, the saving and re-introduction into the vessels 
of from 300 to 500 c.cm. of autogenous blood (the 
usual amount found) will favor an uneventful post- 
operative reaction and more rapid recovery. Auto- 
hemofusion renders unnecessary the services of a 
transfusionist, the grouping of sera, and group test- 
ing, and eliminates the often distressing financial 
burden imposed by blood transfusion. 

In the occasional case of ruptured ectopic preg- 
nancy with a sudden and overwhelming hemorrhage, 
autohemofusion is a life-saving measure, particu- 
larly when such a catastrophe occurs in a small 
community where an ordinary transfusion is im- 
possible within a safe margin of time. The blood 
is immediately scooped out of the abdominal cavity 
by the use of a small service cup and poured over 
12 layers of citrate-saturated gauze into a graduated 
receptacle containing approximately 50 c.cm. of 
citrate solution. When all of the free blood has 
been removed, the blood-soaked gauze is washed 
by pouring through it about 50 c.cm. of saline solu- 
tion and the citrated blood is handed to the circulat- 
ing nurse who pours it into a saline-infusion bottle 
which is already in working order. The mixture is 
then run into the vein through a fine needle at 
about 105 degrees F. E. L. Cornett, M.D. 


Smith, F. R.: The Significance of Incomplete Fu- 

; sion of the Muellerian Ducts in Pregnancy and 
Parturition, with a Report of Thirty-Five 
Cases. Am. J. Obst. & Gynec., 1931, xxii, 714. 


In a series of 141,946 consecutive cases of preg- 
nancy, a double uterus of some type, exclusive of 
simple septate vagina and uterus arcuatus, was 
found once in each 1,500 cases. There was no case 
of rupture of the pregnant horn of a double uterus. 

The condition was more common in foreign-born 
women than in American women. Women with a 
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double uterus are less apt to become pregnant for 
the first time than women with a normal uterus, but 
after they have once become pregnant, the incidence 
of pregnancy is about the same as in women with a 
normal uterus. In cases of double uterus there is an 
increased tendency toward abortion, especially in 
the presence of a breech or transverse presentation, 
and a greater liability to premature labor. 

The right side of the uterus is occupied more fre- 
quently than the left, although in multipare alter- 
nate sides may be occupied. Twins may occupy 
both sides. The position of the presenting part is 
likely to be as the side occupied. The placental site 
is more often on the right than on the left side. 
Manual removal of the placenta is more often neces- 
sary than in the cases of women with a normal 
uterus, but the tendency toward postpartum hemor- 
rhage in cases of double uterus has apparently been 
greatly exaggerated. Breech and transverse pres- 
entations are much more frequent in cases of double 
uterus than in cases of normal uterus. 

In the cases of primipare with a double uterus 
the average duration of labor is greater than in the 
cases of primipare with a normai uterus, but in the 
cases of multipare with a double uterus it is about 
the same as in the cases of multiparz with a normal 
uterus. The prolongation in the cases of primipare 
may be explained by the frequency of dry labor. 
Because of the tendency toward contracted pelvis 
in women with a double uterus cesarean section is 
necessary more often. If breech extraction is re- 
garded as an operative delivery, the greater fre- 
quency of breech presentation increases the fre- 
quency of operation. 

The maternal mortality in cases of double uterus 
is comparatively high. Increased maternal mor- 
bidity is to be expected because of the maneuvers 
required for diagnosis of the condition and for de- 
livery rather than because of the condition itself. 
The fetal and infant mortality and the incidence of 
stillbirth and hydrocephalic monsters is increased. | 

A double uterus may be mistaken for an ectopic 
pregnancy whether or not the patient is pregnant. 
Women with a double uterus may have other gyne- 
cological conditions requiring operation during or 
before gestation. E. L. CorneE.t, M.D. 


Rossenbeck, H.: Eclampsia and Ionic Balance. 
Analytical Studies of the Blood and Organs 
as a Contribution to the Pathobiology of 
Eclampsia (Eklampsie und Ionenhaushault. Blut- 
und organalytische Untersuchungen als Beitrag zur 
Pathobiologie der Eclampsie). Arch. f. Gynaek., 
1931, cxlv, 331. 


The existence of a definite eclampsia toxin is now 
considered very doubtful. The eclamptic attack is 
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only a symptom. Seitz was the first to suggest a 
“disturbance in the chemical and physicochemical 
equilibrium of the cells and blood” as the cause. In 
this disturbance the ions play an important réle. 

The author discusses the importance of the acid- 
base equilibrium in the eclampsia problem and the 
bases of this conception. He calls attention to the 
fact that in eclampsia the buffer capacity of the 
blood against acid valences, which is already re- 
duced in normal pregnancy, suffers a further and not 
inconsiderable reductions He believes that the cause 
of the decrease in normal pregnancy is a primary 
reduction in the alkali reserve, perhaps of central 
origin. He has previously suggested that the blood 
acidosis in eclampsia may be due, not to the en- 
trance into the blood of excessive quantities of the 
acid products of metabolism, but to a disturbance 
in the ratio of chlorine to sodium in favor of the 
former, the blood acidosis therefore representing a 
true alkali deficiency. If this theory is correct, the 
important factor producing the eclamptic state is 
a tissue alkalosis resulting from the fixation of 
sodium in the tissues. These theories find consider- 
able confirmation in the findings reported in this 
article. 

Rossenbeck first made studies of the blood serum. 
The material and method are discussed. In normal 
pregnant women the chlorine values were constantly 
higher than in non-pregnant women, but the sodium 
values were lower. The potassium values were prac- 
tically within the limits of normal. The same may be 
said of the calcium values, which were only slightly 
increased. The average value for magnesium showed 
a slight decrease. The author points out that, not 
the milligram percent figures, but the milligram 
equivalents are of importance in the biological equi- 
librium of the ions in relation to one another, a fact 
which is often overlooked even in the most recent 
literature. Calculations made on this basis show 
that no great importance in the regulation of the 
acid-base equilibrium is to be attached to potassium, 
calcium, or magnesium. On the other hand, changes 
in the equilibrium between sodium and chlorine 
probably play a decisive part in the decrease in the 
capacity of the serum to bind carbon dioxide in nor- 
mal pregnancy. Also in cases of nephropathy and 
eclampsia, the changes in the potassium, calcium, 
and magnesium ions are of no practical importance. 
In nephropathies, the chlorine shows a distinct tend- 
ency toward still higher values and the sodium a 
tendency toward still lower values than in normal 
pregnant women. In eclampsia there is a shifting 
in the same direction which is considerably more 
marked. 

Examination of organs is a much more difficult 
matter because of the rarity of material and the lack 
of proved normal figures for comparison. Rossen- 
beck made such examinations in two cases, that of 
a woman with epilepsy who was normal so far as 
her pregnancy was concerned, and that of a woman 
with severe eclampsia. He compares the findings 
with normal values in a number of tables and a 
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curve. The chlorine in the musculature showed a 
distinct increase in the following order: non-pregnant 
state, late pregnancy, eclampsia. This change was 
much more marked in the case of sodium, which 
underwent a really enormous increase in eclampsia. 
Potassium behaved in the opposite manner. Cal- 
cium, which was less in late pregnancy than in the 
non-pregnant state, was found greatly increased in 
the musculature of the eclamptic woman. The 
changes in the potassium:calcium ratio paral- 
leled the increase in neuromuscular excitability in 
normal pregnancy and its decrease in eclampsia. In 
the author’s opinion, the behavior of the sodium: po- 
tassium ratios is related to growth and oxida- 
tion processes. In the liver there was an increase in 
sodium, potassium, and caicium in late pregnancy, 
a relative decrease of the sodium content in eclamp- 
sia, and a shifting of the potassium:calcium ra- 
tio in favor of the potassium. In the lung, there 
was a decrease of the sodium content in late preg- 
nancy and in eclampsia, whereas in the kidney there 
was an increase in the sodium. 

In a brief abstract it is impossible to go into the 
theories which the author has formulated on the 
basis of his findings. These must be read in the orig- 
inal. H. StepENTOPF (G). 


Garcia Amo, P.: Appendicitis in Pregnancy (Ap- 
pendicitis en el embarazo). Arch. de med., cirug. y 
especial., 1931, xii, 1021. 

The association of appendicitis and pregnancy is 
rare. A collection of obstetrical statistics shows 
that it occurred in 94 of 215,854 pregnancies, or 
once in 2,300 pregnancies, and a collection of surgical 
statistics, that it occurred in sor of 36,140 cases of 
appendicitis or once in 72 cases of appendicitis. 

On the author’s service, 2 cases of appendicitis in 
pregnancy have been operated on within a year. 
In both, the appendicitis developed in the fifth 
month of the pregnancy. The first case was that 
of a woman twenty-three years old who was ad- 
mitted to the hospital suffering from pain in the 
right iliac fossa and vomiting. Appendectomy was 
performed and the wound closed without drainage. ° 
Six days after the operation the patient had a chill 
and a high fever. On the ninth day the fetus was 
expelled spontaneously and the placenta was re- 
moved with forceps. On the twenty-sixth day the 
patient was discharged well. 

The second case was that of a woman who had 
suffered from nausea, vomiting, and pain in the 
right iliac fossa for three days before her admission 
to the hospital. Examination revealed rigidity of 
the lower two-thirds of the right half of the ab- 
domen. The pain was most severe at McBurney’s 
point. At operation, the appendix was found per- 
forated. Appendectomy was followed by copious 
suppuration of the wound. On the twenty-eighth 
day abortion occurred, and two days later the 
patient died. 

The appendix is usually so displaced by the preg- 
nant uterus that the maximum pain is rarely at 
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McBurney’s point. Vomiting occurs in only about 
half of the cases. Muscle rigidity is difficult to 
demonstrate and is less frequent than in the absence 
of pregnancy. There may be contraction of the 
uterus. Recognition of this fact is important to 
avoid confusing the condition with premature de- 
tachment of the placenta. 

The author discusses the literature on the treat- 
ment of acute appendicitis in pregnancy and con- 
cludes that operation should be performed in all 
cases whether the attack is mild or severe and re- 
gardless of the length of time that has elapsed since 
its beginning. If possible, the wound should be 
closed without drainage. The pregnancy should 
not be interrupted unless abortion or delivery has 
already begun. Auprey Goss Morean, M.D. 


LABOR AND ITS COMPLICATIONS 


Davis, M. E., and McGee, W. B.: Abruptio Pla- 
centze. Surg., Gynec. & Obst., 1931, lili, 768. 


This article is based on a study of 164 cases of 
abruptio placente occurring in 40,000 consecutive 
deliveries during the last fifteen years at the Chicago 
Lying-In Hospital. In 112 of the 164 cases the 
separation of the placenta was partial, and in 52 it 
was complete. Partial separation occurred once in 
357 deliveries, and complete separation once in 770 
deliveries. It is generally believed that multiparity 
is a predisposing cause, but 36.6 per cent of the 
patients whose cases are reviewed were primipare. 
In the authors’ opinion, parity is of little impor- 
tance in the etiology. 

In experiments performed on animals in 1926, 
Hofbauer was able to demonstrate premature sep- 
aration of the placenta following the production of 
histamin intoxication. In 1918, Morse produced 
hemorrhagic lesions in the uterus by causing exces- 
sive rotation of that organ which interfered with its 
circulation. Williams found toxemia in 57.8 per 
cent of cases of abruptio placente; Kraul, in 33% 
per cent; Bartholomew, in 55 per cent; and Fitz- 
gibbons, in 82 per cent. The authors conclude that 
there must be an intimate relationship between this 
condition and the toxemias of pregnancy. Of the 
patients whose cases are reviewed in this article, 
56.6 per cent presented some evidence of toxemia 
during the prenatal period or during delivery. The 
authors believe that trauma is an unimportant fac- 
tor; a history of trauma could be elicited in only 3 
of their cases. Internal trauma is more often respon- 
sible for abruptio placente than external trauma. 

The authors discuss the pathology of abruptio 
placente in detail. 

Partial abruptio placente is manifested by a sud- 
den change in the character of the labor, external 
hemorrhage, the signs of fetal asphyxiation, and 
uterine tenderness. In complete separation of the 
placenta, external hemorrhage occurs in the last 
trimester of pregnancy with abdominal pain of mod- 
erate or extreme severity. A mild or grave toxemia 
may be present. The progressive picture of hemor- 
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rhage rapidly develops. The shock may often be out 
of proportion to the hemorrhage. The gradual 
increase in the size, and the change in the contour, 
of the uterus may mean concealed hemorrhage. The 
differential diagnosis from placenta previa is rather 
simple. 

The most important factor in the prognosis is 
probably the time at which the condition is diag- 
nosed and treated. In the cases reviewed by the 
authors the total maternal mortality was 7.3 per 
cent. The prognosis is more unfavorable for the 
child than for the mother. In cases of complete 
abruptio placentz all of the babies are dead, and in 
cases of partial separation a large number die. Many 
of the babies are sacrificed in the excitement attend- 
ing their delivery. In the cases reviewed by the 
authors, the fetal mortality was 60 per cent. 

Car H. Davis, M.D, 


Hoeven, H. v.d.: Rigidity of the Portio Vaginalis 
Complicating Delivery (Die Starre der Portio 
vaginalis als Geburtskomplikation).  Zéschr. f. 
Geburtsh. u. Gynaek., 1931, C, 131. 

Every first stage of labor which lasts longer than 
ten hours is attributed by the author, if the case is 
otherwise normal, to rigidity of the cervix. With 
longer delay of delivery, the danger to the mother 
and child is enormously increased. While in normal 
labor 1 out of every too infants is born dead or 
asphyctic, in prolonged labor the number is in- 
creased to 29 out of every 100. The author therefore 
recommends digital dilatation of the cervix com- 
paratively early. He makes a vaginal examination 
and starts digital dilatation after four hours of 
pains. Three hours later he repeats the dilatation if 
delivery has not occurred in the interim. 

DIETRICH (G). 


Stacey, J. E.: Failed Forceps. Brit. M. J., 1931, ii, 
1073. 


Stacey reviews a series of 154 cases in which an 
ineffective attempt at delivery was made with for- 
ceps and delivery was accomplished later by a simi- 
lar operation or another maneuver. 

In 115 of the cases the membranes ruptured early 
and in 88 (77 per cent) they were ruptured artificially 
before the cervix was sufficiently dilated to admit 
the passage of a head with a diameter of from 334 
to 4 in. In the majority of cases this was a regret- 
table accident or error. 

In 100 cases (66 per cent) the cervix was not ade- 
quately dilated to deliver the child when the forceps 
were applied. As almost all of the women were at 
full term, it was extremely unlikely that, even if 
delivery were effected, it would be accomplished 
without some damage to the mother which would be 
evidenced at that time or later. In 47 cases, the 
non-dilatation of the cervix was the sole cause of the 
failure of delivery. In 53 cases it was combined with 
a faulty presentation such as an occiput-posterior 
position or with contraction of the pelvis or with 
both. 
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Of the 46 cases of contracted pelvis, the pelvic 
contraction was the sole cause of non-delivery in 
only 21. 

Occiput-posterior position occurred in 48 cases 
(31 per cent) and in most of them had been unrecog- 
nized. In 16 cases it was the sole cause of the failure 
of delivery. Stacey says that the most common 
obstetrical condition for which he is called in con- 
sultation is labor complicated by occiput-posterior 
position. 

Other conditions responsible for difficulty of de- 
livery in the cases reviewed were face and brow 
presentations in 11 cases, breech presentation in 3, 
transverse presentation in 4, an obstructing tumor 
in 2, and abnormalities of the child such as large 
size (weighing over 12 lb.) and hydrocephalus, in 4. 

In 33 cases (20 per cent) spontaneous delivery 
occurred after the cervix had dilated or an occiput- 
posterior position had rotated forward. Stacey be- 
lieves that the incidence of spontaneous labor would 
have been higher if attempts at delivery had not 
been made prematurely in many of the cases. 

In 64 eases (42 per cent) forceps were used. 
Among these were 25 cases in which manual rotation 
of a posterior into an anterior vertex was tried first. 


In many cases the forceps had been applied more | 


than once before the patient entered the hospital, 
and frequently more than 1 attempt was made 
before delivery was brought about after her admis- 
sion. 

In 38 cases (25 per cent) delivery was effected by 
craniotomy. In 3 cases of transverse presentation 
in which forceps had been applied decapitation was 
done. 

Cesarean section was performed in only g cases. 
In 4, it was done by the lower route. Four of the 
mothers and 2 of the infants died. Four of the 
mothers developed sepsis. Of these, 2 were sub- 
jected to the low cesarean section. 

In 11 cases (7 per cent) an examination was made 
prior to delivery. These included 2 cases in which a 
cesarean section had been performed previously for 
contracted pelvis and a case in which labor was ob- 
structed by a large tumor. 

Twenty-one (14 per cent) of the mothers died in 
the hospital. Two of these were undelivered. Three 
mothers died in other institutions from the results of 
the delivery. Of the remaining 130, 33 (25 per cent) 
were morbid according to the British Medical Asso- 
ciation standard and 19 had fever. Only 78 had an 
uneventful puerperium. 

Forty-three (29 per cent) of the infants were dead 
when the mothers were admitted to the hospital, 79 
were stillborn, 5 died within the first few days after 
birth, and 2 were undelivered. Only 66 (48 per cent) 
left the hospital alive. 

Of 112 women who were followed up, 54 were well 
and 58 showed some local evidence of injury sus- 
tained at the confinement. Of the 130 women who 
survived, only 37 became pregnant subsequently. 
As 82 of the 154 women were primigravide when 
their serious confinement occurred, it is apparent 
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that a considerable degree of sterility was the direct 
result of the labor. 

In discussing the prophylaxis, the author empha- 
sizes the need of antenatal care for the diagnosis of 
cases of dystocia, tumor, and faulty presentation. 
However he believes that for cases in which an un- 
dilated cervix is responsible for unsuccessful de- 
livery the only hope lies in giving the medical stu- 
dent a six months’ course instead of a three months’ 
course in obstetrical practice. 

J. THORNWELL WITHERSPOON, M.D. 


Davidson, A. H.: Czsarean Section: Its History 
and Present Status. Jrish J. M.Sc., 1931, No. 72, 
p. 642. 

The author reviews the history of the cesarean 
operation from its earliest use up to the present time. 

The first authentic cesarean section in the British 
Isles was performed by a midwife, Mary Donally, 
in the year 1739. The patient recovered. The first 
successful section in the Rotunda Hospital, Dublin, 
was performed by Arthur Macan in 1889. 

The different operations devised after 1876 are 
described briefly and the mortality of each type 
is given. 

The author claims that in America the indications 
for cesarean section are extremely broad, and that 
the operation is performed in a considerable larger 
percentage of cases than in Ireland. He emphasizes 
that delivery by the abdominal route is four times 
more dangerous than natural labor, the mortality 
of the former averaging 2 per cent and the mortality 
of the latter 0.5 per cent. Lropotp Gotpstetn, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Wilson, A. M.: The Prophylaxis of Puerperal Fever. 
Med. J. Australia, 1931, ii, 350. 


Puerperal infection may be heterogenous—being 
introduced at the time of delivery by instruments or 
the hands of the attendants or by the upward con- 
veyance of bacteria from the vulva and the lower 
part of the vagina—or autogenous—having its origin 
in a gonococcal infection, an old chronic infection of 
the tubes, or septic foci elsewhere in the body. The 
site of entry of the infecting organism causing het- 
erogenous infection may be the placental site, the 
cervix, or lacerations of the vagina and perineum. 

In discussing prophylactic measures the author 
emphasizes the danger of attendants who may carry 
or transfer infection and of delivery in a poor ob- 
stetrical hospital. He states that manipulations and 
examinations should be limited to the minimum. 
Disinfection of the vulva and vaginal orifice is done 
most safely by cleansing with ether followed by the 
application of iodine. To prevent autogenous infec- 
tion, gross infective foci should be removed so far as 
possible. The author discusses also methods of im- 
proving the patient’s health before labor, measures 
to render labor as easy and short as possible, and the 
conduct of labor with minimal trauma. 

Harry M. NELSON, M.D. 
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McBurney’s point. Vomiting occurs in only about 
half of the cases. Muscle rigidity is difficult to 
demonstrate and is less frequent than in the absence 
of pregnancy. There may be contraction of the 
uterus. Recognition of this fact is important to 
avoid confusing the condition with premature de- 
tachment of the placenta. 

The author discusses the literature on the treat- 
ment of acute appendicitis in pregnancy and con- 
cludes that operation should be performed in all 
cases whether the attack is mild or severe and re- 
gardless of the length of time that has elapsed since 
its beginning. If possible, the wound should be 
closed without drainage. The pregnancy should 
not be interrupted unless abortion or delivery has 
already begun. Auprey Goss Morean, M.D. 


LABOR AND ITS COMPLICATIONS 


Davis, M. E., and McGee, W. B.: Abruptio Pla- 
centz. Surg., Gynec. & Obst., 1931, liii, 768. 

This article is based on a study of 164 cases of 
abruptio placentz occurring in 40,000 consecutive 
deliveries during the last fifteen years at the Chicago 
Lying-In Hospital. In 112 of the 164 cases the 
separation of the placenta was partial, and in 52 it 
was complete. Partial separation occurred once in 
357 deliveries, and complete separation once in 770 
deliveries. It is generally believed that multiparity 
is a predisposing cause, but 36.6 per cent of the 
patients whose cases are reviewed were primipare. 
In the authors’ opinion, parity is of little impor- 
tance in the etiology. 

In experiments performed on animals in 1926, 
Hofbauer was able to demonstrate premature sep- 
aration of the placenta following the production of 
histamin intoxication. In 1918, Morse produced 
hemorrhagic lesions in the uterus by causing exces- 
sive rotation of that organ which interfered with its 
circulation. Williams found toxemia in 57.8 per 
cent of cases of abruptio placente; Kraul, in 33% 
per cent; Bartholomew, in 55 per cent; and Fitz- 
gibbons, in 82 per cent. The authors conclude that 
there must be an intimate relationship between this 
condition and the toxemias of pregnancy. Of the 
patients whose cases are reviewed in this article, 
56.6 per cent presented some evidence of toxemia 
during the prenatal period or during delivery. The 
authors believe that trauma is an unimportant fac- 
tor; a history of trauma could be elicited in only 3 
of their cases. Internal trauma is more often respon- 
sible for abruptio placente than external trauma. 

The authors discuss the pathology of abruptio 
placentz in detail. 

Partial abruptio placente is manifested by a sud- 
den change in the character of the labor, external 
hemorrhage, the signs of fetal asphyxiation, and 
uterine tenderness. In complete separation of the 
placenta, external hemorrhage occurs in the last 
trimester of pregnancy with abdominal pain of mod- 
erate or extreme severity. A mild or grave toxemia 
may be present. The progressive picture of hemor- 
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rhage rapidly develops. The shock may often be out 
of proportion to the hemorrhage. The gradual 
increase in the size, and the change in the contour, 
of the uterus may mean concealed hemorrhage. The 
differential diagnosis from placenta previa is rather 
simple. 

The most important factor in the prognosis is 
probably the time at which the condition is diag- 
nosed and treated. In the cases reviewed by the 
authors the total maternal mortality was 7.3 per 
cent. The prognosis is more unfavorable for the 
child than for the mother. In cases of complete 
abruptio placentz all of the babies are dead, and in 
cases of partial separation a large number die. Many 
of the babies are sacrificed in the excitement attend- 
ing their delivery. In the cases reviewed by the 
authors, the fetal mortality was 60 per cent. 

Cart H. Davis, M.D. 


Hoeven, H. v.d.: Rigidity of the Portio Vaginalis 
Complicating Delivery (Die Starre der Portio 
vaginalis als Geburtskomplikation). Zéschr. f. 
Geburtsh. u. Gynack., 1931, C, 131. 

Every first stage of labor which lasts longer than 
ten hours is attributed by the author, if the case is 
otherwise normal, to rigidity of the cervix. With 
longer delay of delivery, the danger to the mother 
and child is enormously increased. While in normal 
labor 1 out of every too infants is born dead or 
asphyctic, in prolonged labor the number is in- 
creased to 29 out of every too. The author therefore 
recommends digital dilatation of the cervix com- 
paratively early. He makes a vaginal examination 
and starts digital dilatation after four hours of 
pains. Three hours later he repeats the dilatation if 
delivery has not occurred in the interim. 

Dietricu (G). 


Stacey, J. E.: Failed Forceps. Brit. M. J., 1931, ii, 
1073. 


Stacey reviews a series of 154 cases in which an 
ineffective attempt at delivery was made with for- 
ceps and delivery was accomplished later by a simi- 
lar operation or another maneuver. 

In 115 of the cases the membranes ruptured early 
and in 88 (77 per cent) they were ruptured artificially 
before the cervix was sufficiently dilated to admit 
the passage of a head with a diameter of from 334 
to 4 in. In the majority of cases this was a regret- 
table accident or error. 

In 100 cases (66 per cent) the cervix was not ade- 
quately dilated to deliver the child when the forceps 
were applied. As almost all of the women were at 
full term, it was extremely unlikely that, even if 
delivery were effected, it would be accomplishe 
without some damage to the mother which would be 
evidenced at that time or later. In 47 cases, the 
non-dilatation of the cervix was the sole cause of the 
failure of delivery. In 53 cases it was combined with 
a faulty presentation such as an occiput-posterlor 
position or with contraction of the pelvis or with 
both. 
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Of the 46 cases of contracted pelvis, the pelvic 
contraction was the sole cause of non-delivery in 
only 21. ae , 

Occiput-posterior position occurred in 48 cases 
(31 per cent) and in most of them had been unrecog- 
nized. In 16 cases it was the sole cause of the failure 
of delivery. Stacey says that the most common 
obstetrical condition for which he is called in con- 
sultation is labor complicated by occiput-posterior 
position. 

Other conditions responsible for difficulty of de- 
livery in the cases reviewed were face and brow 
presentations in 11 cases, breech presentation in 3, 
transverse presentation in 4, an obstructing tumor 
in 2, and abnormalities of the child such as large 
size (weighing over 12 lb.) and hydrocephalus, in 4. 

In 33 cases (20 per cent) spontaneous delivery 
occurred after the cervix had dilated or an occiput- 
posterior position had rotated forward. Stacey be- 
lieves that the incidence of spontaneous labor would 
have been higher if attempts at delivery had not 
been made prematurely in many of the cases. 

In 64 eases (42 per cent) forceps were used. 
Among these were 25 cases in which manual rotation 
of a posterior into an anterior vertex was tried first. 


In many cases the forceps had been applied more . 


than once before the patient entered the hospital, 
and frequently more than 1 attempt was made 
before delivery was brought about after her admis- 
sion. 

In 38 cases (25 per cent) delivery was effected by 
craniotomy. In 3 cases of transverse presentation 
in which forceps had been applied decapitation was 
done. 

Cesarean section was performed in only 9 cases. 
In 4, it was done by the lower route. Four of the 
mothers and 2 of the infants died. Four of the 
mothers developed sepsis. Of these, 2 were sub- 
jected to the low caxsarean section. 

In 11 cases (7 per cent) an examination was made 
prior to delivery. These included 2 cases in which a 
cesarean section had been performed previously for 
contracted pelvis and a case in which labor was ob- 
structed by a large tumor. 

Twenty-one (14 per cent) of the mothers died in 
the hospital. Two of these were undelivered. Three 
mothers died in other institutions from the results of 
the delivery. Of the remaining 130, 33 (25 per cent) 
were morbid according to the British Medical Asso- 
ciation standard and 19 had fever. Only 78 had an 
uneventful puerperium. 

Forty-three (29 per cent) of the infants were dead 
when the mothers were admitted to the hospital, 79 
were stillborn, 5 died within the first few days after 
birth, and 2 were undelivered. Only 66 (48 per cent) 
left the hospital alive. 

Of 112 women who were followed up, 54 were well 
and 58 showed some local evidence of injury sus- 
tained at the confinement. Of the 130 women who 
survived, only 37 became pregnant subsequently. 
As 82 of the 154 women were primigravide when 
their serious confinement occurred, it is apparent 
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that a considerable degree of sterility was the direct 
result of the labor. 

In discussing the prophylaxis, the author empha- 
sizes the need of antenatal care for the diagnosis of 
cases of dystocia, tumor, and faulty presentation. 
However he believes that for cases in which an un- 
dilated cervix is responsible for unsuccessful de- 
livery the only hope lies in giving the medical stu- 
dent a six months’ course instead of a three months’ 
course in obstetrical practice. 

J. THORNWELL WITHERSPOON, M.D. 


Davidson, A. H.: Cesarean Section: Its History 
and Present Status. Jrish J. M.Sc., 1931, No. 72, 
p. 642. 

The author reviews the history of the cesarean 
operation from its earliest use up to the present time. 

The first authentic caesarean section in the British 
Isles was performed by a midwife, Mary Donally, 
in the year 1739. The patient recovered. The first 
successful section in the Rotunda Hospital, Dublin, 
was performed by Arthur Macan in 1880. 

The different operations devised after 1876 are 
described briefly and the mortality of each type 
is given. 

The author claims that in America the indications 
for caesarean section are extremely broad, and that 
the operation is performed in a considerable larger 
percentage of cases than in Ireland. He emphasizes 
that delivery by the abdominal route is four times 
more dangerous than natural labor, the mortality 
of the former averaging 2 per cent and the mortality 
of the latter 0.5 per cent. Leopotp Gotpstetn, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Wilson, A. M.: The Prophylaxis of Puerperal Fever. 
Med. J. Australia, 1931, ii, 350. 


Puerperal infection may be heterogenous—being 
introduced at the time of delivery by instruments or 
the hands of the attendants or by the upward con- 
veyance of bacteria from the vulva and the lower 
part of the vagina—or autogenous—having its origin 
in a gonococcal infection, an old chronic infection of 
the tubes, or septic foci elsewhere in the body. The 
site of entry of the infecting organism causing het- 
erogenous infection may be the placental site, the 
cervix, or lacerations of the vagina and perineum. 

In discussing prophylactic measures the author 
emphasizes the danger of attendants who may carry 
or transfer infection and of delivery in a poor ob- 
stetrical hospital. He states that manipulations and 
examinations should be limited to the minimum. 
Disinfection of the vulva and vaginal orifice is done 
most safely by cleansing with ether followed by the 
application of iodine. To prevent autogenous infec- 
tion, gross infective foci should be removed so far as 
possible. The author discusses also methods of im- 
proving the patient’s health before labor, measures 
to render labor as easy and short as possible, and the 
conduct of labor with minimal trauma. 

Harry M. NEtson, M.D. 
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NEWBORN 


Mueller, E. A.: Birth Trauma (Zur Frage des Ge- 
burtstraumas). Arch. f. Gynaek., 1931, cxlvi, 98. 

The author first discusses the origin of birth 
trauma. He states that many of the theories ad- 
vanced heretofore were based on false assumptions 
and erroneous mechanical views. With the aid of a 
simple apparatus constructed by him, direct meas- 
urement of the intra-uterine pressure of labor pains 
is possible. The apparatus consists of a small rubber 
bag (Champetier de Ribes), a manometer, and a 
syringe, which are connected with each other by 
rubber tubes and a T-tube. After sufficient dilata- 
tion of the cervical os has been obtained with the 
fetal head high, the head is slightly displaced from 
the pelvic inlet during an interval between labor 
pains, and after rupture of the membranes the bag 
with the tube is introduced within the membranes 
next to the fetal head. 

Measurements made with this apparatus showed 
that during the first stage of labor the average pres- 
sure of the labor pains ranged from 30 to 40 mm. 
Hg, and the maximum pressure was 80 mm. Hg. 
In the second stage, the pressure rose to about 250 
mm. Hg. In one case the maximum was an over- 
pressure of 360 mm. Hg. The well-known phenom- 
ena of birth injuries cannot be attributed to this 
pressure. An inferior constitution of the child is 
probably of more importance. 

In accordance with purely hydrostatic laws, the 
intra-uterine pressure of labor pains is transmitted 
equally in all directions through the fetal vascular 
system into the fluid brain mass. Therefore vascular 
rupture from “overfilling”’ as the result of a ‘‘nega- 
tive pressure effect,” that is, a difference between 
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the pressure in the blood vessels and the pressure in 
the surrounding skull contents is not to be consid- 
ered. 

The author discusses next anatomical investiga- 
tions on intracranial hemorrhages and describes 
hemorrhages in the middle cranial fossa from rup- 
ture of the sphenoidal sinus. He says that the origin 
of the vena magna Galeni is predisposed to hemor- 
rhage by its physiological kinking. By means of 
roentgenograms he demonstrates for the first time 
the exact course of this vessel and shows that kinking 
of this vein by the splenium corporis callosi with 
resulting stasis above the bend is easily possible. 
He believes that the well-known hemorrhages in 
this area are explained by purely mechanically pro- 
duced stasis in the presence of a constitutional infe- 
riority. 

In the study of a large mass of material with 
regard to the reflex anomalies mentioned in the 
literature on birth trauma it was found that no 
single explanation is sufficient to account for all of 
these anomalies. 

Attention is called to the social importance of 
birth traumata. The anatomical and clinical findings 
suggested to the author that not only the dyspnea 
or apnoea (erroneously called asphyxia), convulsive 
states or distempers (Zipperling), and tetany neona- 
torum of the first few days of life, but also a number 
of permanent diseases of the later years of life (con- 
genital epilepsy, imbecility, deafmutism, and con- 
genital interstitial encephalitis) are related etiolog- 
ically to birth trauma. 

In conclusion Mueller says that the study of birth 
traumata and their conclusions is still in the early 
stages and it is still too early for the findings to be 
of much practical value. Kraas Dierks (G). 
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ADRENAL, KIDNEY, AND URETER 


Fowler, H. A., and Dorman, H. N.: Perinephritic 
Abscess. J. Urol., 1931, XXvi, 705. 

The authors state that suppurative inflammation 
of the fatty tissues surrounding the kidney is un- 
common as compared with surgical lesions within 
the kidney. Perinephritic abscesses may be classified 
as: (1) those secondary to grave destructive lesions 
of the kidney, and (2) those which may be consid- 
ered of metastatic origin. 

In the eleven cases reviewed by the authors the 
diagnosis was based on a history of peripheral infec- 
tion, unexplained fever, a high leucocytosis, the 
X-ray findings, and costovertebral pain and tender- 
ness. In the cases of metastatic abscess simple 
drainage was followed by complete recovery. 

Harry W. PLAGGEMEYER, M.D. 


Gutierrez, R.: The Clinical Management of Horse- 
shoe Kidney. Am. J. Surg., 1931, xiv, 657. 

This monograph is being published in 3 sections, 
of which this is the first. 

It is based on 25 cases of horseshoe kidney ob- 
served during the last ten years at the New York 
Hospital. In 4, the condition was found at autopsy, 
in 2 it was diagnosed at operation, and in 19 it was 
diagnosed before operation. 

Anatomically, horseshoe kidneys may be divided 
into 2 groups, the symmetrical and the asymmetrical. 
The first are those in which the isthmus between the 
kidneys connects the 2 lower poles and those in 
which the union is between the upper poles. As a 
tule the isthmus is composed of true renal paren- 
chyma and rarely of a band of fibrous tissue. The 
pelvis of the kidney is anterior to the blood supply 
of the organ, and the ureters run in front of the 
isthmus. Of the cases reviewed by the author, the 
fusion was between the lower poles in 24 and be- 
tween the upper poles in 1. 

Horseshoe kidneys of the asymmetrical type pre- 

sent the more bizarre forms of fusion and are de- 
scribed by such terms as “unilateral fused kidney” 
and “L-shaped renal fusion.” They are usually 
united ectopic kidneys situated low in the bony pelvis 
or at one side of the vertebral column. 
_ Horseshoe kidney was mentioned in the literature 
In 1522 as a postmortem finding. Very much later it 
was diagnosed by abdominal palpation or in the 
course of exploratory laparotomies for abdominal 
tumors of unknown origin. In recent years the per- 
fection of urographic examination has made its rec- 
ognition much more frequent, signs of its presence 
being found in r out of every 200 pyelograms. 

The genesis of the fused kidney is best explained 
on an embryological basis. The exact time of the 
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fusion has not been definitely determined, but as 
during its development the kidney migrates upward 
from its original position at the level of the second 
sacral vertebra to the lumbar position it occupies in 
the adult and at the same time undergoes rotation 
around its longitudinal axis, it seems most logical to 
assume that fusion occurs between the fifth and 
seventh weeks of embryonic life. 

The weight and size of horseshoe kidneys vary. 
In the author’s 4 cases in which the condition was 
found at autopsy the weight ranged from 280 to 350 
gm., a little more than the combined weight of 2 
normal kidneys. The horseshoe kidney is usually 
fixed and deeply attached by its isthmus to sur- 
rounding structures, nerves, and blood vessels. Its 
lack of mobility is responsible for the pressure symp- 
toms it produces. The isthmus is of interest because 
of its aberrant blood vessels and its size. 

The excretory apparatus of horseshoe kidneys 


. presents many abnormalities. Because of the in- 


complete rotation of the organ, the pelves and caly- 
ces are markedly irregular in size, shape, and posi- 
tion. The calyces are usually multiple. Especially 
striking is their reversed position. This is most 
marked in the lower calyces which extend into the 
isthmus and may cross the vertebral column. The 
frequent high implantation of the ureters often pro- 
duces retention and hydronephrosis. Concomitant 
anomalies of other organs, especially the genital 
organs, may be present. Rare cases of fusion of the 
suprarenals have been recorded. 

The blood supply of horseshoe kidneys varies 
greatly. There are usually from 4 to 6 renal arteries, 
1 or 2 to each hilum and 1 or 2 to the isthmus. These 
arteries may originate directly from the aorta or 
from the common iliac artery or may be otherwise 
anomalous. As a rule the isthmus is anterior to the 
great vessels, but there are records of cases in which 
the aorta and vena cava crossed the isthmus ven- 
trally. 

As the isthmus presses on many ganglia, nerve 
trunks, and lymphatics, the clinical syndrome of 
gastro-intestinal disorders and epigastric pain is 
easily understood. Pressure on the lymphatic sys- 
tem may cause stagnation of lymph inducing in- 
fection. The absence of a fatty capsule in the isthmus 
increases the fixity and pressure in this location. 

To the group of clinical symptoms produced by 
the pressure of the isthmus on the vessels, nerves, 
and lymphatics the author gives the name “horse- 
shoe kidney disease.’’ In discussing its etiology he 
says that in his series of cases he noted no striking 
relationship to either age or sex. Seventeen of the 
patients were males over eighteen years of age and 
8 were females between twenty and forty years of 
age. Horseshoe kidney may be found at any age, 
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but is usually overlooked in childhood and not dis- 
covered thereafter until a superimposed infection 
sets in. The principal factor in the syndrome of 
horseshoe kidney with or without disease is the 
chronic irritability of the organ and of the struc- 
tures in its vicinity. The pressure exerted by the 
isthmus is bound eventually to cause rectal and 
vesical symptoms which, combined with the epi- 
gastric or umbilical pain, constitute the true horse- 
shoe kidney syndrome. 

In addition, as a result of the abnormal position 
of the pelvis and ureters which pass in front of the 
isthmus, there is a disturbance of rhythmic con- 
tractions which causes the development first of 
pyelitis and ureteritis and later of pyelonephritis, 
urinary stasis, back-pressure, and cystitis. It is the 
cystitis which often leads the patient to present 
himself for examination. 

Pressure of the isthmus on the aorta may cause 
aortitis or even aneurism. Compensatory cardiac 
hypertrophy, thrombosis of the iliac veins, and 
phlebitis of both legs due to circulatory disturbances 
have been commonly observed. 

Henry L. SANrorp, M.D. 


Earlam, M. S. S., and Brown, R. K. L.: The In- 
nervation of the Renal Capsule and Its Rela- 
tion to Localized Renal Pain. Australian & 
New Zealand J. Surg., 1931, i, 266. 

While non-medullated nerves in the tissues of the 
viscera may be either post-ganglionic efierent or 
afferent, small medullated nerves present in any 
number are probably afferent, and medullated nerves 
of medium and large size are definitely afferent. 

The nerve supply of the renal capsule is derived 
entirely from the renal plexus. Before it enters the 
hilum of the kidney, the renal plexus gives off among 
other branches a few small twigs which pass on to 
the renal capsule and become lost in it. Centrally 
the renal plexus is derived mainly from the coeliac 
ganglion. This brings it into relation to the greater 
splanchnic nerve, the lesser splanchnic, the first 
lumbar sympathetic ganglion, the aortic plexus, and 
the vagus. 

Various investigators have described nerve bun- 
dles, medullated and non-medullated, accompanying 
the capsular vessels. Stoehr reported that he found 
nerve bundles from 60 to 80 microns in diameter 
which were not related to the blood vessels. Both 
the nerve bundles and the individual nerve fibers 
subdivided and anastomosed to form a closed plexus, 
without free endings, in the form of a net. Stoehr 
called these nerves the “‘nervi proprii.”’ Stoehr’s 
nerve net has not been reported by others, but all 
investigators have discovered a rich network of 
fibers in the capsule accompanying the blood and 
lymph vessels. No nerve supply has been found asso- 
ciated with the few fibers of plain muscle that are 
present in the renal capsule. 

The relief afforded by decapsulation in cases of 
nephritis has been attributed to the temporary im- 
provement in the blood flow which follows this 
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operation. However, the blood flow through the 
kidney is increased temporarily also after simple 
mobilization. 

The specific nerves of the renal capsule are not 
only afferent but also sensory. This is proved by 
the observation that at operation under local angs- 
thesia the kidney does not become insensitive to 
mechanical stimuli until decapsulation has been 
done. 

The plain muscle in the renal capsule can be ruled 
out as a factor in the production of localized renal 
pain as it is insufficient in amount and no nerve con- 
nections to it have been discovered. 

The entire innervation of the renal parenchyma 
is distributed to the blood vessels and the cells of 
the tubules, and clinical observations have demon- 
strated that it is quite insensitive to mechanical 
stimuli. 

Localized renal pain therefore arises as a result of 
stimulation by increased renal tension of the afferent 
nerves of the pelvis and capsule. The severity is in- 
creased in proportion to the increase in tension. 
When there is an acute increase in tension the pain 
is very severe, whereas when the increase in tension 
covers a period of months or years pain may be com- 
pletely absent. ANDREW MCNALLY, M.D. 


Lozzi, V.: Vesico-Ureteral Reflux, an Experimental 
Study (Sul reflusso vescico-ureterale, ricerche speri- 
mentali). Arch. ital. di urol., 1931, viii, 177. 

Lozzi reports experiments carried out on sixteen 
dogs in which an aqueous solution of methylene blue 
was injected into the bladder. In four experiments 
the injection was done very slowly; in four, it was 
done rapidly; in four, the bladder was blocked and 
an examination for reflux was made at various inter- 
vals of time and at varying degrees of distention of 
the bladder; and in four, an examination for reflux 
was made during and after catheterization of the 
ureters. 

Neither slow nor rapid distention of the bladder 
produced reflux. Reflux was obtained only by 
markedly distending the bladder and catheterizing 
the ureters. Lozzi concludes that in man under 
normal conditions a vesico-ureteral reflux cannot be 
produced by merely an obstacle to emptying of the 
bladder. EuceEne T. Leppy, M.D. 


Ivarsson, R.: A Study of the Renal Tuberculosis 
Material at the Lund Surgical Clinic During 
the Years from 1901 to 1923 Inclusive (Eine 
Studie des Nierentuberkulosematerials aus der 
Lunder chirurgischen Klinik der Jahre r1gor1 bis 
einschl. 1923). Acta chirurg. Scand., 1931, xviii, 
Supp. xviii. 

The material reviewed consisted of 192 cases of 
renal tuberculosis, in 156 of which nephrectomy was 
done. In 1925, 190 of the patients, 155 of whom had 
been subjected to nephrectomy, were re-examined. 
Fifty-four and seven-tenths per cent were males. 
The majority of the males were in the group of 
patients who were not treated by nephrectomy. 
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Nephrectomy was done more frequently in the cases 
of females than in the cases of males because in the 
former the diagnosis was made earlier and hence 
operability was greater. When the patients sought 
treatment they were in the third decade of life. In 
66.6 per cent of the cases the tuberculous infection 
was found simultaneously on both sides. 

An extrarenal, chronic tuberculosis was demon- 
strable in 55.8 per cent of the patients subjected to 
nephrectomy and in 86 per cent of those not sub- 
jected to nephrectomy. Genital tuberculosis seemed 
to have no influence on the prognosis, but pulmonary 
tuberculosis was an extremely grave complication. 
Of the women with pulmonary tuberculosis, 50 per 
cent died, whereas of those without pulmonary 
tuberculosis, only 8 per cent died. The correspond- 
ing figures for males were 60 and 26.8 per cent. Pul- 
monary tuberculosis was twice as common in the 
males as in the females. Surgical tuberculosis also 
made the prognosis distinctly worse. 

The typical attack of renal colic is an important 
sign of the localization of the tuberculosis. It cor- 
rectly indicated the kidney involved in all of 65 
cases. Initial hematuria occurred in 6.4 per cent 
of the cases, and in 3 of these it continued for from 


one to two years before the next symptom appeared. . 


Trauma may or may not be of importance. 

Microscopic examination of the urine revealed 
pus in all cases, but in 4 no albumin was demon- 
strable. Tubercle bacilli were not always found in 
the urine. When they were not found the lesions in 
the tuberculous kidney were always well advanced. 

Cystoscopy was done in 135 cases. In 61.5 per 
cent changes in the mucosa were found only in the 
region of the ureteral os or were most pronounced 
in that region. In 80 of 83 cases the side of the renal 
disease was determined correctly on the basis of this 
finding. 

In determining the size and form of either the 
healthy or the diseased kidney, the clinician should 
not place much reliance on roentgenography. The 
plain flat plate has little value and has often led the 
author into error. In only 5 of the cases reviewed 
was the clinician’s diagnosis of any help. 

Of 105 males, urethral strictures were found in 
8.6 per cent. Although cystoscopic examinations 
and treatment with sounds were carried out re- 
peatedly, it could not be proved that they gave rise 
to miliary tuberculosis. 

Fever occurred in 51.2 per cent of the cases in 
which nephrectomy was done. The prognosis is 
somewhat better in afebrile than in febrile cases. 
It is least favorable in cases with a constant or 
markedly remittent type of fever. No conclusions 
as to the extent of the renal changes can be drawn 
from the fever curve. In cases of tuberculous pyo- 
nephrosis and ureteral obliteration the fever varies 
in type, but is usually high and markedly remittent. 
Secondary infections render the temperature curves 
Irregular. 

One hundred and fifty-six cases of unilateral in- 
volvement were treated by nephrectomy. In 20 
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cases, nephrotomy was done for diagnosis, and in 16 
of these nephrectomy was done later as signs of 
tuberculosis in the other kidney were not demon- 
strable. The after-examination in these cases showed 
that the surgeon did not always correctly estimate 
the condition of the kidney as there was no case of 
bilateral involvement. Eleven of the 16 patients 
subjected to nephrectomy after nephrotomy have 
died. As these patients were favorable operative 
risks, the high mortality seems to be attributable, 
at least in part, to the exploratory operation on the 
healthy kidney. In 5 cases, the pleura and perito- 
neum were injured at operation. In 4 in which the 
lesion was closed there were no complications, but 
in 1 in which a lesion of the peritoneum was not 
recognized death occurred from septic peritonitis. 
Fifty-two per cent of the nephrectomy wounds were 
healed within two months. Of the cases with pro- 
nounced perinephritic adhesions, healing occurred 
within this length of time in only 32 per cent. 

Of the 155 patients traced, 65.2 per cent were 
alive and 55 per cent were completely cured. Fifty- 
four (13.5 per cent) of the patients died within the 
first six months. It appears that all fatalities due to 
the operative intervention occur within this length 
of time. The cause of death in the first six months 
is usually miliary tuberculosis or tuberculous menin- 
gitis, whereas the cause of death later seems to be 
secondary infection. 

Thirty-six patients were not subjected to neph- 
rectomy because their condition was considered too 
grave to permit the operation. Twenty-eight died 
within the first year. Three were clinically cured 
of the renal tuberculosis, and 1 continued to work 
for nineteen years. Louis NEUWELT, M.D. 


Stellwagen, T. C., and Muellerschoen, G. J.: Con- 
servatism in Surgery of the Kidney. Surg. 
Clin. North Am., 1931, li, 1355. 

Renal surgery should not be attempted until a 
careful study has been made of all of the problems 
presented by the case. Permission for nephrectomy 
should be obtained as conservative procedures are 
often inadvisable and removal of a kidney is fre- 
quently necessary to save life. 

The chief danger in renal surgery is hemorrhage. 
The blood fitness for operation should be deter- 
mined. For handling the renal pedicle the authors 
have devised a new type of clamp or compression 
ring in which constriction is obtained by means of a 
rubber tube which can be left in situ after closure as 
a safeguard against postoperative bleeding. 

In cases of stone it is of great importance not only 
to remove the stone, but also to make every effort 
to remedy defective drainage. The authors attempt 
to control infection and stasis as much as possible 
before they operate. They do not have much faith in 
urinary antiseptics. 

The authors operate on the kidney with the pa- 
tient in the prone position on a bridge with double 
inclined planes. The incision is a modified Mayo in- 
cision. The transperitoneal route is used only when 
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the patient is fat and the pedicle of the kidney is 
short. The modified Mayo incision facilitates sever- 
ance of the costovertebral ligaments and rib resec- 
tion if these procedures are necessary. 

In the delivery of the kidney care must be taken 
with fibrous bands in order to avoid the tearing of 
anomalous vessels which may cause serious bleed- 
ing. *During nephrectomy care must be taken in 
handling the pedicle to prevent the vessels from 
slipping out from the clamp before ligation has been 
done. It is advisable to have a large gauze pack 
handy so that, if necessary, the pedicle can be com- 
pressed against the spine to control the hemorrhage 
temporarily. 

The situation of renal stones may be determined 
by gentle palpation or the insertion of a long blunt 
needle through the kidney substance. 

The authors have had little success in using the 
fluoroscope to localize stones. 

In performing a nephrotomy, they employ the 
Cameron cauterodyne knife in conjunction with the 
compression ring. 

The absorption of adhesions and thickenings after 
the relief of obstruction and infection is remarkable. 
In tubal structures a slight stimulus is needed. The 
authors therefore advocate gentle hyperdilatation at 
intervals. 

When in cases of stone the stone is not too large to 
pass and the drainage of the kidney and the progress 
of the stone are satisfactory, an expectant attitude 
is advisable. If the stone is too large to pass, surgical 
intervention should not be delayed. 

The authors describe some instruments which 
they have designed for use in locating and removing 
stones in the ureter. ANDREW MCNALLy, M.D. 


Middleton, G. W.: Submucous Ureteral Implanta- 
tion into the Bowel: Twenty Year Report on 
the First Human Case. J. Am. M. Ass., 1931, 
xcvil, 1536. 

According to the literature, the first case in which 
transplantation of the ureters into the bowel was 
done according to the technique developed by Coffey 
was reported by C. H. Mayo. In this case the right 
ureter was transplanted February 3, 1912, and the 
left ureter February 23, 1912. 

Middleton reports a case of exstrophy of the 
bladder in which both ureters were transplanted by 
the Coffey method at a single operation performed 
March 1, r1o11, following a previously unsuccessful 
transplantation by Peter’s method. Recovery was 
uneventful. Later the bladder was removed and 
epispadias corrected. 

Since the operation the patient has married. 
When re-examined recently he was found to be in 
good condition. He retains his urine during the 
night and empties the bowel every four or five hours 
during the day. Roentgenograms made after the 
injection of iopax showed the renal pelves to be 
normal. A small fistulous tract remains over the 
trigone. During the past year vasectomy was done 
on account of repeated attacks of epididymitis on 


INTERNATIONAL ABSTRACT OF SURGERY 





the left side. The patient is now thirty-seven years 
old and the father of two normal children. 
CLAUDE D. PICKRELL, M.D, 


Coffey, R. C.: Transplantation of the Ureters into 
the Large Intestine. Submucous Implanta- 
tion Method. Personal Studies and Experi- 
ences. Brit. J. Urol., 1931, iii, 353. 


The author presents a résumé of his work on 
ureteral transplantation, including a general discus- 
sion of the fundamental principles of a valve and 
sphincter. The original conception of the trans- 
plantation procedure dates back to an attempt at 
experimental pancreatectomy with transplantation 
of the common duct into the bowel. When the direct 
method was used dilatation of the ducts always 
followed. Further study suggested the oblique sub- 
mucous transplantation, and it was noted that this 
procedure was not followed by dilatation of the 
ducts. The application of this principle to ureteral 
transplantation was first reported in 1910 and pub- 
lished in the Journal of the American Medical Asso- 
ciation in 1911. In the technique used at that time 
an incision approximately 2 in. long was made 
through the seromuscular layer of the bowel wall 
and at the lower end of the incision a stab was made 
through the mucosa. The end of the ureter was 
split, a flap everted by means of a suture, and the 
end drawn through the stab wound in the mucosa 
and fixed to the bowel wall by a suture. The sero- 
muscular layer was then sutured over the ureter 
and a second inverting layer placed. This operation 
was performed for the first time on a human being 
in 1913 and is designated as technique No. 1. Up to 
1925 the author performed it on ten patients, trans- 
planting fourteen ureters with one death from the 
operation. 

With the technique as described it was inadvisable 
to transplant both ureters at the same time because 
of the danger that cedema of the ureters might block 
the kidney. Moreover, C. H. Mayo called attention 
to the fact that it is unwise to transplant a dilated 
ureter, and in many instances the ureters were 
found dilated. 

In 1925 the author developed technique No. 2. 
This modification consisted in fastening a small-bore 
rubber tube into the ureter, then drawing the ureter 
through the bowel by fastening this tube to a tube 
which had been passed by way of the anus, and 
burying the ureter as in the previous operation. 
The ureteral tube which protruded from the anus 
allowed a continuous flow of urine without danger 
of leakage or obstruction due to swelling of the 
ureter. The tube was fixed in the ureter with linen 
thread to anchor it, to close the ureter against in- 
testinal infection, and to strangulate the end of the 
ureter and thereby permit removal of the tube later. 
The first bilateral transplantation on a human 
being was done by Hayward of Hamilton, Montana, 
in 1925. 

After several modifications the author presents 
the following technique: 
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The bowel is carefully evacuated pre-operatively. 
On the operating table the lower colon is irrigated 
by means of a needle inserted through the bowel 
wall, the solution being allowed to flow out through 
a proctoscope and the bowel clamped above the 
site of operation. After mechanical cleansing, the 
bowel is irrigated with 250 c.cm. of a 1 per cent 
solution of mercurochrome and packed with a strip 
of gauze through a sigmoidoscope, the gauze extend- 
ing above the site of the anastomosis. The ureters 
are isolated and intubated with a special catheter 
with a cuff. The bowel wall is then prepared as in 
the previous operation, a bit of the gauze being 
drawn through the stab wound at the lower end of 
the incision. The catheters are fastened to the gauze 
and the latter is then cautiously withdrawn, carry- 
ing with it the catheters. The ureters are fastened 
to the bowel wall by a suture and buried as in tech- 
nique No. 1. The peritoneal defects are sutured to 
prevent adhesions and subsequent obstruction of 
the intestines. 

The catheters usually come away after from seven 
to ten days as the result of pressure necrosis at the 
site of the ligature fixing the tube into the ureter. 

The advantage of this modification is that both 
ureters may be transplanted at one operation and 
that there is no interference with the urinary flow. 
The author reviews thirty-five cases operated upon 
by this method, sixteen for carcinoma of the bladder, 
ten for extrophy of the bladder, four for vesico- 
vaginal fistula, four for tuberculosis of the bladder, 
and one for papilloma of the bladder. There were 
seven deaths. 

One of the distressing complications of the tube 
method is occlusion of the tube by incrustations. 
The incidence of this complication can be lessened 
by irrigating the tube with salt solution and ad- 
ministering acid sodium phosphate. In the author’s 
experience in the transplantation of sixty-three 
ureters, eight catheters became completely blocked. 
In three of these cases the catheters were removed 
by cutting the ureters through the rectum, and in 
five a ureterostomy was done. 

The author advocates technique No. 2 for cases 
of carcinoma of the bladder. The ureters can be 
implanted and a total cystectomy done at one stage. 
His statistics include nine such cases. Of the four 
females, two succumbed to the operation and two 
are alive and well three and two years after the 
operation. Of five males, one died five months after 
the operation and the four others are alive and well. 

_ Technique No. 3 is based on the principle that a 
ligature which incorporates both ureter and bowel 
wall will slough through in a few days, thus forming 
a fistula between the ureter and bowel lumen. The 
results of experiments on animals warrant such a 
conclusion. This operative procedure obviates the 
necessity of opening the lumen of the bowel at the 
time of operation, thus lessening the danger of in- 
fection. The author reports the case of a child 
twelve months old in which it was used. After the 
implantation of one ureter urine was flowing into 
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Three plans of technique for transplantation of the 
ureters. 


the bowel at the end of seventy-two hours. Twenty- 
six days later the other ureter was implanted in the 
same manner. The author states that technique 
No. 3 is still in the experimental stage, but exhibits 
great promise. 

The ultimate goal is a technique which can be 
employed in cases of carcinoma of the bladder. 
It is believed that technique No. 2 meets the re- 
quirements. However it is as yet too early to make 
any definite statement. In quite a number of cases 
postoperative study has revealed dilatation of the 
ureters and intermittent attacks of pyelitis during 
the first few months after the operation whereas in 
others no such changes have occurred. 

In conclusion the author says, “Every candidate 
for the operation of ureteral transplantation is 
already either hopelessly ostrasized from ordinary 
society or doomed to certain death. While a large 
percentage of the forty-eight patients we have 
operated upon have been hopeless cancer cases and 
have therefore died, there are still twenty patients 
who are very well and happy. One has grown from 
a child of six years to a woman of twenty-one and is 
in perfect health.” Joun A. Wotrer, M.D. 
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BLADDER, URETHRA, AND PENIS 


Salleras, J.: Emergency Urinary Surgery; Injuries 
of the Bladder (Cirugia urinaria de urgencia; 
traumatismos de la vejiga). Semana méd., 1931, 
XXXVili, 1040. 

The author discusses ruptures of the bladder, 
extraperitoneal extravasations of urine, and trau- 
matic wounds of the bladder. 

Ruptures of the bladder are produced by various 
types of trauma, but are almost always intraperi- 
toneal. The most frequent causes are the passage 
of a wheel above the hypogastrium, kicks from 
horses, football injuries, and automobile accidents. 
Less frequent causes are blows, strains, and twists. 
A rare cause is over-distention of the organ such as 
may occur in lavage of the bladder or during the 
crushing of a stone. Ruptures from muscular strain 
and from over-distention probably occur only when 
the musculofibrous structure of the bladder wall has 
been previously weakened. It may be weakened by 
cancer, tuberculosis, ulcerative luetic lesions, and 
stones complicated by cystitis and pericystitis. 

Ruptures may occur at any point, but are most 
common in the posterosuperior portion where the 
superficial muscular fibers are most widely separated. 

A large perforation is usually followed by shock, 
a rapid pulse, pallor, and coldness of the extremities. 
When the perforation is small, the general condition 
may not change. Among the local symptoms of a 
rupture of the bladder are pain in the hypogastrium, 
an urgent desire to urinate, and the passage of only 
a few drops of urine tinged with blood. Frequently 
the patient cannot urinate. In such cases the reten- 
tion is of a special character as it is not associated 
with pain or hypogastric fullness. Frequently there 
is a certain amount of rectal tenesmus. 

The diagnosis is based on a history of trauma, the 
presence of hypogastric pain, rigidity, hypogastric 
flatness, vesical tenesmus, and hematuria, and the 
findings of cystoscopic examination. 

The treatment should consist of measures to 
combat shock followed by suture of the perforation, 
drainage of the abdomen, and the introduction of a 
No. 20 Pezzar permanent catheter. The. patient 
should be put in the Fowler position to favor drain- 
age. 

The end-results depend on many factors, but in 
general the chances for a successful outcome are best 
when operation is performed immediately. In the 
author’s cases the operative mortality was 20 per 
cent. 

Extraperitoneal extravasations of urine are not 
common. They may be caused by tearing of the 
pubovesical ligaments, separation of the symphysis, 
luxations of the symphysis as the result of falls from 
a height, fractures of the bony pelvis in which the 
fragments pierce the anterior or lateral wall of the 
bladder, and, in exceptional cases, obstetrical inter- 
ference. 

The prognosis depends upon the time operation is 
performed after perforation and the extent of the 
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urinary phlegmon. In some series of cases the mor- 
tality has been as high as 70 per cent. 

In wounds of the bladder caused in surgical opera- 
tions the wound should be immediately sutured and 
a retention catheter introduced. If the injury if un- 
recognized there is danger from extravasation of 
urine. Possible complications include vesico-in- 
testinal fistule and general peritonitis. 

The treatment indicated is immediate suture and 
the prevention of complications. It must vary 
according to whether the wound is intraperitoneal or 
extraperitoneal. As the operations are always 
atypical, it is impossible to lay down surgical rules 
to be followed. The choice of procedure must depend 
upon the conditions present in the particular case 
and the judgment of the surgeon. 

Francis M. Conway, M.D. 


Fey, B., and Bompart, H.: The Technique of Total 
Cystectomy for Cancer of the Bladder (Tech- 
nique de la cystectomie totale pour cancer de la 
vessie). J. d’urol. méd. et chir., 1931, XXxii, 165. 

Although the late results of total cystectomy have 
been encouraging, the operation has been generally 
neglected because of the infirmity it produces and 
its high mortality. The latter can be greatly reduced. 
Beer, for example, reports eight operations with 
only one death. 

An essential step is ureterostomy, preferably 
bilateral iliac. An imperfect opening or disease of 
the ureters is inevitably followed by pyelonephritis. 
The cystectomy may be undertaken about six 
weeks after the ureterostomy. 

The bladder is removed extraperitoneally and the 
resulting cavity filled with a Mikulicz tampon. The 
tampon serves the double purpose of hemostasis and 
drainage. 

With the patient in the Trendelenburg position, 
the bladder is approached by a transverse incision 
through all of the layers of the abdominal wall. 
Through-and-through U sutures prevent retraction 
of the recti. 

In the extirpation, the dissection of the peritoneum 
is carried from the anterior, lateral, and posterior 
walls. A funnel-shaped process of peritoneum is 
left attached at the urachus. This is ligated like 
a hernial sac. When the peritoneum is involved by 
the neoplasm and must be removed with the bladder, 
the breach is carefully sutured and the operation 
continued extraperitoneally. 

The bladder is freed posteriorly and laterally with 
the seminal vesicles, the vascular pedicles being 
ligated as they are encountered. After the prostate 
has been mobilized, the bladder is held only by the 
membranous urethra and the vas. ‘These are sec- 
tioned, the latter close to the internal inguinal rings. 

The operation is terminated by the introduction 
of a Mikulicz tampon. Between the sixth and 
twelfth days the tampon is progressively removed 
and replaced by Carrel irrigations. 

The steps of the operation are shown in illus- 
trations. Apert F. De Groat, M.D. 
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GENITAL ORGANS 


Lowsley, O. S., and Kirwin, T. J.: Suprapubic 
Prostatectomy. J. Am. M. Ass., 1931, xcvii, 1669. 


In performing a perineal prostatectomy the sur- 
geon needs several skilled assistants, whereas in 
doing a suprapubic prostatectomy he requires little 
aid. If the internal sphincter is dilated, suprapubic 
enucleation is indicated, but if the prostate retains 
its natural anatomical relations the perineal route 
is advisable. By the choice of the proper route, pres- 
ervation of the sphincter will be possible. 

The number of stages in the operation depends 
upon the conditions in the particular case. Since the 
authors have used the transverse incision of Mac- 
gowan they have found the three-stage operation 
described by Williams unnecessary. 

For the preliminary cystotomy, they have modi- 
fied the transverse incision, making it in the shape 
of an inverted V. If only a small exposure is re- 
quired the method used by Kidd gives very good 
results. 

Following suitable pre-operative preparation, the 
prostate is exposed through the suprapubic fistula 
with the patient in the Trendelenburg position. The 
capsule is opened at its most prominent point with 
scissors. The prostate is enucleated with the index 


finger. Great care is taken not to injure the top of: 


the vesical orifice as hemorrhage may be caused by 
injury to Santorini’s plexus. In suprapubic pros- 
tatectomy, bilateral vasectomy should be done as 
the ejaculatory ducts are usually injured. In the 
perineal method this is not necessary as the veru- 
montanum is not injured. After the enucleation of 
the prostate, remaining pieces of tissue are cleared 
away and bleeding points are ligated. The cavity is 
then packed with petrolatum gauze. 

The packing is removed from thirty-six to forty- 
eight hours later. Bugbee suggested the use of 2 or 
3 oz. of 2 per cent procain borate to lessen the pain 
of its removal. On the sixth day a ureteral catheter 
is inserted, and on the seventh day the patient is 
permitted to sit in a chair for three-quarters of an 
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hour. Three weeks after the operation the sphincter 
is dilated. 

The authors review fifty cases in which a supra- 
pubic prostatectomy was done. Forty-four of the 
patients presented benign hypertrophy of the pros- 
tate, five had carcinoma, and one had granuloma. 
The oldest patient was eighty-five years of age. The 
average length of time in the hospital was forty and 
twenty-three hundredths days. ‘There were four 
deaths. These were due respectively to shock, car- 
diac failure, coronary thrombosis, and multiple 
abscesses associated with stone in the left kidney. 
After the operation, control of urination was satis- 
factory in thirty-four cases, perfect in six, fair in 
four, and absent in two. In one of the latter a punch 
operation was done before the prostatectomy. 
Transfusion was necessary in two cases, and a pleu- 
ral effusion developed in one case. 

CLAUDE D. PickrEL1i, M.D. 


MISCELLANEOUS 


Doré, G. R.: The Urinary Syndrome in Biliary 
Pneumonia (Le syndrome urinaire de la pneumonie 
bilieuse). Arch. d. mal. d. reins et d. organes genito- 
urinaires, 1931, Vi, 20. 

Ten cases of bilious pneumonia were studied. In 
the author’s opinion the jaundice accompanying 
pneumonia is due, not to the hemolytic action of the 
pneumococcus or infectious hepatitis, but to a toxic 
lesion of the hepatic cells which causes biliary re- 
tention. In the cases reviewed, chemical studies of 
the blood and urine revealed an increase of bilirubin, 
non-protein nitrogen, and urea nitrogen. The 
marked excretion of urinary chlorides which is 
characteristic of pneumonia was absent. In one case 
the blood sugar was increased to 300 mgm. per 100 
c. cm. without the appearance of glycosuria. The 
excretion of bile by the kidneys seemed to interfere 
with the elimination of other substances and to 
cause their retention in the blood. Fatal uremia 
occurred in two cases and cholesterin retention in 
two. GEZA DE Takats, M.D. 











CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Harris, H. A.: Lines of Arrested Growth in the Long 
Bones in Childhood: The Correlation of Histo- 
logical and Radiographic Appearances in Clini- 
cal and Experimental Conditions. Brit.J. Radiol., 
1931, iv, 561, 622. 

There have been many explanations of the trans- 
verse lines seen in roentgenograms of the long bones 
of children. These lines, which occur near the ends 
of the bones, are more or less parallel with the epi- 
physeal lines and are formed by irregular density of 
the cortex. Most of the explanations for their 
occurrence which are to be found in the literature 
since 1874 attribute them to a disturbance of calcium 
metabolism such as rickets, but some clinicians have 
regarded them as physiological. 

Having observed the lines in the cases of children 
who had never suffered from rickets and having made 
careful histological studies in several cases, the 
author concludes that the lines are caused by tem- 
porary arrest of bone growth due to illness, usually 
an infectious disease. In support of this theory he 
reports in detail several cases in which the roent- 
genograms showed lines corresponding to a history 
of illnesses. Histologically, the line is formed in the 
second zone (Broca) of the epiphyseal cartilage by 
maximal calcification of that zone and cessation of 
cartilage proliferation in the first zone. 

Several cases are reported in which roentgeno- 
grams showed lines persisting in adult life. The 
most frequent site of the lines seems to be the lower 
end of the tibia. 

Newborn babies may present lines at the distal 
end of the radius, especially if there has been a 
disturbance of nutrition such as that resulting from 
difficulty in establishing breast feeding. The lines 
have been demonstrated also in stillborn fetuses. 
In such cases a careful inquiry into the history of 
the mother usually reveals the occurrence of an 
acute illness during the pregnancy. 

In three cases of diabetes in children, multiple 
(ten or twelve) transverse lines were found in the 
tibia and femur. These were due presumably to 
variations in diet while the child was under treat- 
ment and irregularities in the taking of insulin. 

Examination of the costochondral junction was 
made at autopsy on several children who had died 
from an acute infection. In one child a very definite 
line was seen at the end of the long part of the rib 
next to the cartilage portion. 

This condition of “layers” of growth resulting in 
lines is found in many vertebrates, notably the 
salmon and carp which show it in their scales, and 
has its analogy also in the well-known concentric 
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lines of seasonal growth found in tree trunks. Lines 
on the enamel of teeth and on nails are familiar 
examples of the same phenomenon. In animals and 
vegetables, which are subject to seasonal variations 
in growth, the lines may be regarded as physiological, 
but in man, whose environment is controlled, they 
become apparent only as the result of pathological 
processes. WILLIAM ARTHUR CLARK, M.D, 


Bach: Osteopoikilosis (Osteopoikilie). 


Zentralbl. f. 
Chir., 1931, p. 2218. 


In this disease there is a structural anomaly of 
the skeleton characterized by the occurrence of 
islands or columns of compact bone in the spongiosa. 
A review of the world literature revealed only six- 
teen cases. The etiology of the changes is not clear. 
It is noteworthy that the condition does not cause 
clinical manifestations. The dense foci are found 
chiefly in the epiphyses. They are arranged parallel 
with the long axis of the affected part of the skeleton. 
They vary in size. The areas may coalesce. At 
times they may be seen in the cortical area, the 
margins of the bone remaining sharp. They do 
not involve the entire skeletal system. The vertebral 
column, skull, shoulder girdle, and ‘patella remain 
free from the changes, and the tibial diaphysis and 
the sacral bones are rarely affected. 

The author reports a case of the condition in a 
woman thirty-one years of age. L. Duscut (Z). 


Coley, B. L., and Sharp, G. S.: Paget’s Disease: A 
Factor Predisposing to Osteogenic Sarcoma. 
Arch. Surg., 1931, XXxiii, 918. 

Of eight patients with osteitis deformans seen by 
Paget and followed up until death, five developed 
malignant disease. In five series of cases reviewed 
later by different clinicians the incidence of sarco- 
matous disease was I1, 7.5, 9.5, 6.2, and g per cent 
respectively. 

Approaching the problem from the opposite direc- 
tion, the authors found that of seventy-one cases of 
sarcoma in patients over fifty years of age, Paget’s 
disease was also present in twenty (28.1 per cent). 
In patients over fifty years of age the incidence of 
osteogenic sarcoma of the flat bones was relatively 
higher. In all cases of sarcoma of the skull bones 
there was a pre-existing Paget’s disease. This con- 
currence of the two diseases is not found before the 
age period of from fifty-five to sixty years. Al- 
though definite statistics cannot be given regarding 
the length of time that Paget’s disease had been 
present before the development of the sarcoma, the 
available data justify estimates of from one to 
twenty years. Patients afflicted with both lesions 
did not live so long on the average as those who were 
suffering only from osteogenic sarcoma. 





~~ am iti i ee oe Be. oe ee 


SE eS 








ar 
id 
ns 
il, 


J 


al 


one O&O eK US 





WE 





Sarcoma associated with Paget’s disease is slightly 
different histologically from the usual uncomplicated 
osteogenic sarcoma. It shows more giant cells and 
considerable lymphocytic infiltration. Some patholo- 
gists suggest that it be classified separately. The roo 
per cent mortality is due partly to delay of the 
patient in noticing symptoms of sarcoma when 
similar symptoms have been present so long because 
of the osteitis and to the fact that the degree of 
malignancy is often greater than in simple sarcoma. 

No form of treatment has yet been found effica- 
cious, and no five-year cures have been recorded. 

WILLIAM ARTHUR CLARK, M.D. 


Balestra, G.: Osteo-Articular and Osseous Changes 
in Syringomyelia (Delle alterazioni osteo-arti- 
culari ed_ossee nella siringomielia). Radiol. med., 
1931, XVlll, 1515. 

The author reports five cases of syringomyelia in 
which bone and joint changes were noted and 
reviews the characteristic clinical and roentgen 
findings in osteo-articular lesions associated with 
syringomyelia. He discusses the roentgenological 
differential diagnosis of other osteo-articular lesions 
from those associated with syringomyelia and calls 
attention to the great similarity of the latter to the 
osteo-arthropathies associated with tabes. He is of 
the opinion that periarticular calcifications and 
ossifications are more common in syringomyelia 
than in tabes. He reports a case of paravertebral 
ossification in the cervical region. 

PETER A. Rost, M.D. 


Jones, Sir R.: The Problem of the Stiff Joint. Brit. 
M. J., 1931, li, 1019. 

Stiffness of joints is generally due to the presence 
of extra-articular or intra-articular adhesions or 
both. The adhesions may be the sole cause of the 
stiffness or a complication of disease. 

An adhesion is a pathological band restricting the 
normal movement between two adjacent tissues. It 
is caused by a serous or hemorrhagic exudate from 
the blood vessels of inflammatory or traumatic 
origin. At first this exudate is soft and elastic, but 
later its becomes more definitely fibrous, and in its 
latest stage it is a cicatrix. 

It is a rule of practice, admitting of few ex- 
ceptions, that a joint stiffened by simple intra- 
articular or extra-articular adhesions should be 
moved actively or passively, even forcibly if 
necessary. However, with certain exceptions, a 
joint stiffened by arthritis should be kept at rest 
until the pain and inflammation have subsided, 
when movements of a special kind may be allowed. 

When the movement of a joint is limited in all 
directions the joint is or has been involved by 
arthritis, but when movement is limited in only 
certain directions and is normal in others, the joint 
Is not arthritic. This differentiation does not apply 
to septic infections involving the tissues outside 
joints, fractures within joints, or joints temporarily 
stiffened from long fixation. 
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In many types of arthritis movement is hoped for 
after subsidence of the inflammatory symptoms, but 
in tuberculous arthritis in the adult, especially when 
weight-bearing joints are involved, bony ankylosis is 
desirable and an ankylosing operation is justifiable 
as soon as the diagnosis has been made. 

In certain cases of chronic arthritis it is sometimes 
possible to prevent the formation of firm adhesions. 
However, this should be attempted only after the 
painful stage has passed. The patient may be 
allowed to move the joint within a painless area or 
the surgeon may employ passive movement once a 
day. This treatment may be continued if neither 
persistent pain nor a reaction occurs. In the non- 
arthritic joint, movement is needed before the adhe- 
sions have formed or before they have become firm. 
If ligaments are torn they should be protected from 
strain until movements can be practiced safely. 
Massage immediately after the injury, before effu- 
sion has taken place, checks hemorrhage into the 
part, stops the effusion of lymph, relieves pain, and 
leaves the tissues ready to begin immediate union. 
Massage does not include movement. Local effusion 
of blood should be lessened by pressure. 

Prolonged rest of a healthy joint within the limits 
of its normal range of movement will not give rise to 
more than a temporary stiffness. In the cases of 
adolescents and young adults, this stiffness is easily 
overcome, but in the cases of aged persons it is more 
pronounced. When very intractable stiffness follows 
extension in a case of fracture near a joint, other 
factors than rest are involved. Unrecognized injury 
of the joint or a reaction from the stretching of the 
capsule and ligaments may have occurred. When a 
fracture occurs in a middle-aged or aged person and 
damage to a joint is probable, the joint should be 
slightly flexed from time to time and should never be 
fixed in the fully extended position. A joint stiffens 
much more readily if it is rested in the fully extend- 
ed rather than the slightly flexed position. 

In arthritis we may be sure that a joint has re- 
covered from disease when its range of movement is 
not diminished by use or when, in case of ankylosis, 
its position is not changed by use. When the range 
of movement increases, reliance for improvement of 
function should be placed on active rather than 
passive movements. These should be practiced 
without weight-bearing. If the increase in the range 
of movement ceases and the condition remains 
stationary for a period, passive assistance may be 
considered, but forcible manipulation is contra- 
indicated. 

In the prevention of the formation of adhesions 
and the cure of the less resistant types, active move- 
ments are to be preferred to passive movements. 
Active movements are sure to be gentle. Passive 
movements, unless very skillfully performed, are apt 
to add to cicatricial tissue and interfere with repair. 
The masseur should be warned not to employ the 
‘pump-handle”’ method. 

Any dislocation or fracture in the region of a joint 
may be followed by traumatic myositis ossificans. 
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This condition requires very careful treatment. Its 
onset is gradual and usually painless, and when it is 
established it may cause locking of the joint. It is 
due to tearing of the muscular and periosteal tissue 
from the bone with hemorrhage. Passive movements 
are very dangerous. The joint should be kept at rest 
until the bone deposit has ceased, and should be 
placed in the position best adapted to function lest 
extra-articular ankylosis occur. The deposit may be 
slowly absorbed or may remain quiescent. If it 
causes disability it may be removed after its develop- 
ment has ceased. Operation during its development 
often results in a fresh deposit of bone. 

A serious complication of fractures about the 
elbow is Volkmann’s ischemic paralysis, which often 
produces ankylosis of the elbow with paralysis and 
rigidity of the fingers. This condition is due to acute 
venous obstruction. Treatment must be immediate. 
The arm should be released from all restraint likely 
to produce obstruction. If this is not effective, the 
blood clot should be evacuated by an incision into the 
antecubital space. In fractures and dislocations 
about the elbow the elbow should never be flexed 
fully before the displaced bones have been com- 
pletely reduced. 

In discussing forcible manipulations the author 
states that recent adhesions may be broken down 
under gas and oxygen anesthesia, but in cases of firm 
adhesions full anesthesia is essential as complete 
muscular relaxation must be secured before manipu- 
lation can be performed thoroughly. The manipula- 
tion should be completed on one occasion, unless the 
adhesions are exceedingly firm, and the limb placed 
in the position of full correction while the patient is 
unconscious. The author describes the technique of 
manipulating the knee, shoulder, and elbow. 

The after-treatment of joints following forcible 
manipulation is important. Active movements 
should be started as soon as consciousness is restored 
and should be repeated frequently. It may be 
necessary to supplement them by passive movements 
once a day. Effusion in the joint is strongly sugges- 
tive of the rupture of intra-articular adhesions, but 
unless it is followed by a progressive diminution of 
the range of movement, it does not mean that the 
manipulation should not have been employed. If the 
range of movement decreases, the limb should be 
placed at rest in a position opposed to the contrac- 
tion. If the range of movement is increased by 
exercise, rest is contra-indicated even when there is 
considerable pain. Sharp pain of short duration is of 
no importance, but pain which persists when the 
joint is at rest means that a reaction likely to be 
followed by stiffness has set in and therefore in- 
dicates that the movements should be stopped. 

Acute suppurative synovitis, if not treated, ends in 
firm fibrous or bony ankylosis. If the fluid content of 
the joint is evacuated while it is serous or only mildly 
seropurulent, destruction of the joint may be pre- 
vented. The fluid should be well washed out with 
saline solution, alcohol, or ether. This can be done 
. conveniently by introducing two aspirating needles, 


one for the escape and the other for the introduction 
of the solution. After the discharge has become 
serous the joint should be fixed in extension for 
twenty-four hours and then in about 50 degrees of 
flexion for the same length of time to prevent the 
formation of fixed adhesions. When the acute symp- 
toms are over, assisted active movements without 
weight bearing should be prescribed. If destructive 
suppuration sets in, the joint should be opened and 
the movements suggested by Willems and developed 
by Everidge should be prescribed. 

In both the proliferative and the degenerative type 
of rheumatoid conditions of the joints, the surgical 
indication is prevention. The surgeon should visu- 
alize the deformities found in the neglected case and 
prevent them from occurring so that if ankylosis 
takes place the functional disability will be minimal. 
When ankylosis seems inevitable, the limbs should 
be placed in the position which is best for function. 

In the treatment of fixed ankylosis of the shoulder 
the arm should be abducted to 50 degrees with the 
elbow resting in front of the coronal plane so that, 
when it is at right angles and the forearm is su- 
pinated, the palm of the hand will be toward the 
face. The angle at which the elbow should be placed 
must depend upon the patient’s occupation. In most 
cases the angle should be a few degrees less than a right 
angle. If pronation and supination are lost, the fore- 
arm should be midway between pronation and su- 
pination. The wrist should be dorsiflexed at an 
angle of about 25 degrees. The hip should be anky- 
losed with very slight abduction, flexion between 20 
and 25 degrees, and very slight external rotation. 
The knee should be placed short of complete exten- 
sion, and the foot at a right angle to the leg. 

In the correction of deformity, osteotomy has an 
important place. It should not be performed in the 
presence of active disease. 

In a case of fibrous ankylosis which is painful when 
subjected to strain, a bony ankylosis may be sub- 
stituted for the fibrous ankylosis by arthrodesis. 
Arthrodesis may be advisable also in certain cases 
of painful osteo-arthritis of the hip which cannot be 
dealt with conservatively. 

Arthroplasty gives its best results when the anky- 
losis is bony and the bones are of comparatively 
normal shape. It is contra-indicated in the presence 
of active disease, and should be delayed until at 
least two years after the complete cessation of 
disease. It should never be performed when sinuses 
are present, when the soft tissues are infiltrated and 
tense, when the muscles are atrophied and adherent, 
or before growth has ended. The joint which re- 
sponds most favorably to arthroplasty is the elbow. 
A stiff and painful ankle should be treated by 
arthrodesis. ELveN J. BERKHEISER, M.D. 


Christensen, L. O.: Forty Cases of Malacia of the 
Semilunar Bone (40 Faelle von ‘“‘Malacia”’ ossis 
lunati). Hosp.-Tid., 1931, i, 673. 

Of forty persons treated for malacia of the semi- 
lunar bone, eighteen were under twenty years of age 
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and sixteen of the latter were engaged in agricultural 
pursuits. The condition occurred in the right wrist 
alone in twenty-six cases, in the left wrist alone in 
twelve cases, and in both wrists in two cases. 

The importance of trauma as a cause is disputed, 
but twenty patients whose cases are reviewed gave a 
history of trauma. The trauma was seldom severe. 

Pathologico-anatomical observations have been as 
unsatisfactory in revealing the nature of the disease 
as clinical observations. Of five histologically stud- 
ied cases, a traumatic injury could be definitely 
demonstrated in four. The agreement between the 
roentgen findings and the pathological changes re- 

orted by some could not be confirmed. 

While there is still a difference of opinion regard- 
ing the treatment, most authorities are in favor of 
operative extirpation of the diseased bone. Of thirty- 
five cases reviewed by the author, only seven were 
treated surgically. Of the twenty-eight patients who 
were treated conservatively, only one remained free 
from symptoms. The others had more or less severe 
subjective symptoms and some of them suffered a 
reduction of their working capacity. Nevertheless 
the results of conservative treatment were so much 
better than those of surgical treatment that the 
author doubts the advisability of operation. : 

In conclusion Christensen says that the frequency 
and chronic course of the condition and the reduction 
of working capacity it causes are of importance from 
the standpoint of insurance. E. HAAGEN (Z). 


King, E. S. J.: Cystic Development in the Semi- 
lunar Cartilages. Surg., Gynec., & Obst., 1931, 
liii, 606. 

Cysts of the semilunar cartilages occur much more 
often in males than in females and are more com- 
mon in the external than in the internal meniscus. 
In most cases there is a history of trauma. The 
cysts vary in size up to % in. in diameter. After 
they reach a certain size they remain stationary. 

Microscopic examination shows the cyst walls to 
be composed of fibrous connective tissue or fibro- 
cartilage and to be lined by elongated cells. 

Hypotheses as to the origin of the cysts fall into 
two groups. Those of one group are based on the 
assumption that the cells lining the cyst are endo- 
thelial, while those of the other group are based on 
the belief that the cyst lining contains connective 
tissue and that the changes are degenerative. The 
authors favor the latter because thickened blood 
vessels are found in the cystic area and the earlier 
changes are those of “mucoid degeneration” in the 
connective tissue. The material becoming more 
fluid eventually forms cysts which gradually enlarge. 

Operative removal of the cysts results in cure. 

Rupotpu S. Retcu, M.D. 


Mandl, F.: Injuries of the Lateral Ligaments of 
the Knee Joint (Die Verletzungen der Seiten- 
baender des Kniegelenks). Med. Klin., 1931, ii, 1309. 

Injuries of the lateral ligaments of the knee joint 
are described in the literature rather seldom although 
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they are just as common as injuries of the crucial 
ligaments. Lacerations of the lateral ligaments often 
result in a flail joint with various subjective symp- 
toms and the development of arthritis deformans. 
Anatomically, the median lateral ligament, which 
consists of 2 bundles, is of importance. It is flat and 
connected with the medial meniscus. The lateral 
collateral ligament is separated from the lateral 
meniscus by a space. In the extended position of 
the knee both ligaments are taut, and when both 
crucial ligaments are severed they are able to hold 
the knee joint firmly. In the flexed position of the 
knee they are relaxed and the crucial ligaments hold 
the knee joint firmly. The median lateral ligament 
also prevents abnormal extension and outward ro- 
tation, but the lateral collateral ligament does not 
prevent inward rotation. These facts explain why 
the internal lateral ligament is injured more 
frequently. 

In the internal lateral ligament the following in- 
juries may occur: (1) complete or partial separation 
from the tibial insertion, (2) complete or partial 
separation from the medial condyle of the femur, 
and (3) tears in the course of the ligament. Injuries 
of the last type are rare. Excluding the very severe 
injuries, the cause of laceration of the ligament is 
usually an indirect trauma, most frequently exces- 
sive rotation of the leg with the thigh fixed. 

Separation of the ligament from its points of in- 
sertion causes pain on active or passive motion. The 
points of insertion are extremely sensitive to pres- 
sure. As these are above or below the articular space, 
this finding is of importance in the differentiation of 
the injury from a meniscal lesion. The sensitive area 
at the site of separation is definitely circumscribed. 
The treatment consists in immobilization of the 
knee with splints and an Unna paste dressing for 
one or two weeks followed by hot air treatment and 
massage. The author has seen about 120 cases. 

Tears in the course of the lateral ligaments with- 
out associated injuries are always followed by a 
severe effusion into the joint. The pain is less severe. 
The characteristic sign of the injury is abnormal 
mobility of the leg in abduction or adduction. The 
articular space is not sensitive to pressure. Active 
motion is possible only with difficulty. Passive 
flexion is painful. In cases of slight injury the treat- 
ment should be conservative. A plaster cast should 
be applied for four or five weeks with the joint in ad- 
duction or abduction according to whether the in- 
ternal or external ligament is torn. Although the 
prognosis is relatively good for general function, a 
certain degree of laxity of the joint often persists 
permanently. This can be corrected to some extent 
by massage and electrical stimulation of the muscles. 
In cases of severe injury early operation should be 
done. 

In cases of tearing of the lateral ligaments with 
internal joint injuries the first object of treatment, 
in the presence of a compound injury of the joint, 
should be the prevention of infection. When the 
joint cavity is unopened but the lateral ligaments 
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and the menisci are injured the entire interarticular 
space is sensitive to pressure. The interarticular 
cartilage may be moved freely in the articular space. 
This type of injury is rare. Most frequent is simul- 
taneous injury of the crucial ligaments. In such 
cases there is a marked effusion into the joint. Ab- 
normal lateral movements occur, and hyperextension 
of the joint is possible. The author does not discuss 
the treatment of these complications. 

Surgical treatment is advisable only for the most 
severe injuries of the lateral ligaments. When 
indicated, operation should be done early as only 
then can the tears be seen clearly. In late cases, 
suture of the torn ligament and capsular imbrication 
are out of the question and only a plastic surgical 
procedure can give a permanent functional result. In 
2 early cases with a severe meniscal injury which 
were seen by the author removal of the interarticular 
cartilage and simple suture of the ligaments and 
capsule gave an excellent functional result. In tears 
of the lateral ligament fixation of the ligament to its 
points of attachment with silk threads is to be con- 
sidered. The most practical method, however, is the 
transplantation of tendons. When the median lateral 
ligament is injured the gracilis or semitendinosus 
may be used, whereas when the lateral collateral 
ligament is involved a flap of the biceps femoris 
muscle may be employed. The author discusses 2 
cases. In the first one there was a flail knee due to 
tearing of the internal lateral ligament. The 
gracilis was followed upward and severed about 10 
cm. above its insertion into the tibia. The dis- 
tal portion was then brought under the semimem- 
branosus and stretched over the joint space and 
fixed to the condyle of the femur by suture. In the 
other case there was a flail knee due to loosening of 
the external ligament. The biceps femoris was ex- 
posed and a musculotendinous flap 1.2 cm. thick and 
ro cm. long was formed. This flap was then used in 
the same way as the gracilis tendon in the first case. 

Junc (Z). 


Valls, J.: The Pathology of the Crucial Ligaments 
of the Knee Joint (La patologia de los ligamentos 
cruzados de la articulacion de la rodilla). Rev. de 
ortopedia y traumatol., 1931, i, 25. 


The pathology of the knee joint is becoming more 
and more important because of the frequency of 
injuries of the knee in athletics. 

Injury to the crucial ligaments results from severe 
direct trauma such as blows on the upper portion 
of the anterior surface of the knee when the femur 
lies posteriorly in the joint, a fall on the hyperflexed 
knee, and sudden abduction or external rotation 
when the knee is in semiflexion. Prolonged endo- 
articular inflammation, Charcot’s disease, and pro- 
longed immobilization or extension may cause 
relaxation or rupture of these ligaments. The an- 
terior crucial ligament is injured more frequently 
than the posterior crucial ligament. Rupture of the 
posterior crucial ligament alone is rare. 
The injuries are of the following types: 
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1. Partial rupture of either the superficial or the 
deep fibers, which renders the ligament cedematous 
relaxed, and incompetent. 

2. Complete rupture, which usually occurs near 
the insertions. In such injuries. the ends of the 
ligaments retract and are later reduced to simple 
fibrous masses. 

3. Fracture of the osseous spine at the site of 
attachment. This occurs more frequently at the 
tibial end. It may be complete or incomplete. If it 
does not heal properly, it may result in the forma- 
tion of intra-articular free bodies. 

4. Cyst formation. One case has been reported 
by Caan. The cysts are probably due to nutritional 
disturbances. They cause no symptoms. 

5. The formation of foreign bodies in the crucial 
ligament. Besides the author’s case, two others have 
been reported. 

The signs and symptoms of insufficiency of the 
crucial ligaments can be recognized only after the 
acute traumatic manifestations have disappeared. 
They include: 

1. The drawer sign. This is the most important. 
It is best elicited when the knee is flexed at an angle 
between 90 and 110 degrees with the muscles re- 
laxed. It consists of an anteroposterior sliding move- 
ment of the tibia. The patient is able to subluxate 
the knee at will. On account of the snapping sound 
produced when the reduction is effected, this type 
of knee is called a ‘‘trigger knee.” 

2. Increased internal rotation of the tibia when 
the knee joint is flexed. 

3. Derangements of the knee due to instability. 

4. Locking of the joint due to foreign bodies in 
the ligaments. 

5. Lateral mobility of the tibia due to associated 
injuries to the lateral ligaments. 

6. A characteristic unsteady gait. 

It is difficult or impossible to determine clinically 
which ligament is affected. Roentgen examination 
is of aid only in a negative way, but is always ad- 
visable. Pneumarthrosis and arthroscopy are not 
recommended. 

In a case of articular instability with a positive 
drawer sign, it is necessary to consider in the 
differential diagnosis meniscal lesions, fracture of 
the tibial spine, rheumatic, tuberculous, and 
syphilitic arthritis, recurrent dislocation of the 
patella, intra-articular foreign bodies, insufficiency 
of the quadriceps, and rupture of the lateral liga- 
ments. 

The prognosis and clinical course of injuries of the 
crucial ligaments vary. In some cases a good 
functional result is obtained even when the lesion 
heals incompletely. In others, the insufficiency of 
the joint constantly increases and if it is not cor- 
rected may lead to hydrarthrosis, arthritis de- 
formans, hyperplasia of the adipose tissue in front 
of the knee; or, most frequently, atrophy and 
diminished tone of the muscles of the limb. 

In the acute stages of derangement of the knee 
the extremity should be immobilized for at least two 
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months. If the articular insufficiency persists, 
surgery should be advised. If the patient refuses to 
allow operation, a prosthesis must be used. Of the 
many surgical procedures advised, that of Hey- 
Groves with or without Putti’s modification, has 
been employed most frequently. 

In the first two of the six cases reported in this 
article the author used Putti’s technique, but in the 
four others he employed a technique which he de- 
vised after observing the good results obtained by 
Lange with silk. This technique is as follows: 

The ligaments are approached by a vertical 
transpatellar arthrotomy which permits complete 
exploration of the joint. Holes are made in the bone 
in the direction of the ligaments. Then instead of a 
piece of fascia lata, six heavy strands of silk are 
used to replace the injured ligaments. The silk is 
sterilized by boiling it in a 1:1,000 solution of 
oxycyanide of mercury for several fifteen-minute 
periods. The silk strands are passed through the 
holes made in the bone and then fixed to the soft 
tissues in pairs by means of a Reverdin needle. 
Before the ends of the silk are tied the knee is flexed 
to an angle of 140 degrees. 

After the operation the knee is immobilized in 
slight flexion for forty days. Active movement is 
begun about twenty days later. After removal of 
the cast, physical therapy is employed. According to 
Lange, the silk becomes surrounded by bundles of 
connective tissue which eventually destroy it. 

The results in the author’s four cases were satis- 
factory. W. H. Martinez, M.D. 


FRACTURES AND DISLOCATIONS 


Eliason, E. L., and Ebeling, W. W.: Modern Tend- 
encies in the Treatment of Fractures. Surg. 
Clin. North Am., 1931, ii, 1295. 


The authors review the methods and results in 
the treatment of fractures in 3 chronological periods 
—from 1903 to 1924, from 1924 to 1928, and from 
1929 to 1930. Open reduction was done in 4.6 per 
cent of 5,510 cases treated in the first period, 6.2 
per cent of 780 cases treated in the second period, 
and 14 per cent of 284 cases treated in the third 
period. Open reduction has become more frequent 
because of increasing demands for more accurate 
approximation made not only by surgeons but also 
by patients. Open reduction is often elective, and 
when good function will result without perfect 
approximation it may be advisable to allow the pa- 
tient to make the decision regarding operation. 

The chief indications for open reduction are failure 
of closed reduction, failure to maintain the approxi- 
mation, delayed union, and non-union. It is inter- 
esting to note that while delayed union was the 
indication in 42.8 per cent of the cases treated in the 
second period reviewed by the authors, it was the 
indication in only 18.5 per cent of those treated in 
the third period. The decrease is undoubtedly due 
to a growing appreciation of the causes of delayed 
union, 
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In the authors’ clinic the use of the steel plate 
(Lane or Sherman) is decreasing and there is a 
tendency to maintain approximation without in- 
ternal fixation after accurate reduction by open 
operation. In the third period reviewed the femur 
was very seldom subjected to open surgery, perhaps 
because more attention has been paid in recent 
years to skeletal traction. 

For the best results, every fracture should be 
regarded as an emergency and reduced at once unless 
the patient is in extreme shock. A roentgenogram 
should be made before and also after the reduction 
without, in the latter instance, allowing the patient 
to go home and come back for it the next day, as is 
often done. WituraAm Artur C1iark, M.D. 


Suris, J. S.: Osteosynthesis in the Treatment of 
Compound Fractures (La osteosintesis en el trata- 
miento de las fracturas abiertas). Rev. méd. de 
Barcelona, 1931, viii, 363. 

The author reviews thirty-eight cases of compound 
fracture treated by osteosynthesis. The article is 
profusely illustrated with photographs and roent- 
genograms of the fractures, photographs of the 
instruments used, and diagrammatic sketches of the 
steps of the operation, and is supplemented by an 
exhaustive bibliography. 

In the thirty-eight cases reviewed there were 
twenty-seven fractures of the tibia and fibula, three 
of the ulna and radius, three of the humerus, and 
five of the malleoli. In thirty cases the wound was 
closed without drainage and in seven with drainage. 
In three of the latter, Carrel’s continuous drainage 
was used. Cure resulted in twenty-nine cases. In 
six cases there was intolerance of the foreign body; 
gangrene of the skin occurred, leaving the plates 
exposed, but there was good consolidation of the 
bone. Three of the patients died, one from shock 
and two, who were old persons, from broncho- 
pneumonia. There was one case of gas gangrene. 
In this case the injury of the soft parts was so serious 
that amputation should have been performed. In 
the case of death from shock the patient was already 
in a condition of shock before the operation from 
other injuries suffered at the time of the accident. 
In one case osteitis developed after one hundred 
and twenty days as the result of faulty technique, 
and in one case pseudarthrosis developed because 
osteogenesis was defective on account of the pa- 
tient’s condition. 

The advantages of osteosynthesis are that the 
fragments are held firmly in place so that the func- 
tional incapacity which results from any fracture 
is reduced to the minimum and angulation, short- 
ening, injury to the soft parts, hemorrhage, infec- 
tion, and the interposition of fragments, a frequent 
cause of pseudarthrosis, are usually avoided. In 
joint fractures, osteosynthesis is the only method 
of preventing infection, closing the joint completely, 
and preserving joint function. 

A careful technique is of the greatest importance 
as most failures are due to technical errors. Frantz 
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says that intolerance is caused by pressure on the 
bone exceeding the normal limits of elasticity of the 
bone and by primary or secondary mobility of the 
material or the fragments. The author believes 
that it is due either to infection or to mobility of the 
material or fragments. If metal plates are used they 
should be adapted perfectly to the surface of the 
bone. The perforations which hold the screws fixing 
the plates must be straight and the screws must run 
parallel with each other and perpendicular to the 
surface of the bone. If the screws are oblique they 
will exert pressure on the bone in different directions 
and tend to become loose. The same care must be 
exercised in the use of Cuneo hooks and wire 
ligatures. The periosteum should never be detached, 
and no space should be created between the soft 
parts and the bone. 

The ideal method of completing the operation is 
by immediate closure of the wound without drain- 
age, but if more than eight hours have elapsed since 
the accident and the wound is badly infected im- 
mediate closure is dangerous and external fixation 
is preferable to internal synthesis. Roentgenograms 
should be taken forty-eight hours after the opera- 
tion and at intervals throughout the course of heal- 
ing. After about three weeks, beginning callus 
formation can be seen. A clear zone around the 
foreign material is evidence of absorption of bone 
and mobility of the material. In cases of compound 
fracture plaster is superior to continuous traction. 
When the roentgenogram shows consolidation, the 
cast may be removed. Pre-operative and _post- 
operative care is as important as the operation 
itself. Auprey Goss Morean, M.D. 


Fuss, H., and Faber, K.: The Function of the 
Effusion of Blood in the Healing of Fractures 
(Zur Bedeutung des Blutergusses bei der Fraktur- 
heilung). Deutsche Zischr. f. Chir., 1931, cxxxii, 658. 

Opinions differ regarding the importance of the 

hematoma in fractures. Bier sees in such effusions a 
stimulus to bone regeneration and a favorable 
nutrient medium for the young callus tissue. Hilde- 
brand, and later Lexer, rejected this theory, calling 
attention to the usually good healing which follows 
bone suture and osteotomy. Lexer claimed that the 
nutrition of the germinal tissues occurs entirely 
through numerous blood vessels whereas the 
stimulation induced by the effusion of blood affects 
also the surrounding connective tissue which has no 
ossifying power but the property of forming scar 
tissue. He regarded large effusions of blood as more 
injurious than beneficial in the healing process. 
The importance of the hematoma can be deter- 
mined only by biochemical studies and by answering 
the question regarding the binding of calcium by the 
effusion. If a large, slowly absorbed effusion takes 
up much calcium, the healing of the fracture will 
be slow, whereas if the effusion is small and rapidly 
absorbed, the contained calcium will be rapidly 
liberated and may be utilized for ossification of the 
callus. 
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The authors attempted to solve the problem by 
experiments on animals. ‘They were able to demon- 
strate that even blood effusions at a distance from 
bone store up calcium, taking it from the blood. 
They therefore believe that an effusion of blood 
near a fracture draws calcium from the general 
circulation as well as from the adjacent bone. 
They conclude also that, when the circulation js 
good, the calcium in the hematoma comes chiefly 
from the general circulation, but when the circula- 
tion is poor, the effusion draws calcium from the 
bones and the callus. Therefore the healing of 
fractures is determined by the condition of the 
circulation. When the circulation is good, even a 
large effusion may serve as a calcium depot for bone 
healing. PLENz (Z). 


Becker, F.: The Traumatological Aspects of 
Fractures and Dislocations of the Coccyx and 
of Traumatic Coccygodynia on the Basis of 
Clinical and Experimental Investigations (Zur 
unfallmedizinischen Bewertung der Frakturen und 
Luxationen des Steissbeins und der traumatischen 
Coccygodynie auf Grund klinischer und experi- 
menteller Untersuchungen). Schweiz. Ztschr. f. 
Unfallmed., 1931, xxv, 338. 

The fact that injuries of the coccyx often 
become chronic and frequently lead to coccy- 
godynia induced the author to make a careful 
study of such injuries on the basis of a large clinical 
material, the cases reported in the literature, and 
experimental findings. The majority of the text- 
books on fractures and dislocations mention injuries 
of the coccyx only briefly or not at all. At the surg- 
ical clinic at Basel eight severe injuries of the coccyx 
—five fractures and three dislocations—have been 
treated in the last sixteen years. In only two cases 
did the patient enter the hospital immediately after 
the injury. As there was no marked dislocation in 
either of these cases, both were treated conserva- 
tively. The six other cases were treated surgically 
as conservative measures were unsuccessful. In 
three, the entire coccyx, and in three only the distal 
portion of the coccyx was removed. Of the two 
cases treated conservatively, a cure was obtained 
in one and improvement in the other. Operative 
treatment was followed by cure in two cases, im- 
provements in two cases, no change in one case, and 
aggravation of the symptoms in one case. 

The material of the Swiss Accident Insurance In- 
stitute at Suval for the period from 1924 to 1928 
consisted of sixty cases. Among these were thirty 
definite fractures and dislocations and thirty ques- 
tionable fractures, contusions, and distortions. Of 
the definite fractures and dislocations, twelve (40 
per cent) occurred in females and eighteen (60 per 
cent) in males. In the majority of the cases the 
treatment was conservative. Only three cases were 
treated surgically. Surgical treatment was given only 
in the cases of patients who complained of severe 
pain for months after the injury. The average du- 
ration of treatment in all cases was forty-nine days. 
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In the cases treated conservatively the average 
duration of treatment was forty-two days, and in 
those treated surgically it was one hundred and four 
days. It must be remembered, however, that the 
cases treated surgically were treated unsuccessfully 
by conservative measures for a considerable time 
before the operation. Conservative treatment was 
followed by complete cure in seventeen cases (65.5 
per cent) and by considerable improvement within 
from four to eight weeks in six cases (23 per cent). 
In three cases (11.3 per cent) which were treated 
partly by conservative treatment and partly by 
operative treatment a cure was obtained only after 
several months or the condition remained un- 
changed. 

The thirty contusions and distortions of the coccyx 
were judged from the same standpoints as the frac- 
tures and dislocations. The complaints were in 
general somewhat less. The average duration of 
treatment was thirty-one days. A complete cure 
was obtained in 76 per cent of the cases, considerable 
improvement in 20 per cent, and no improvement in 
4 per cent. 

In order to determine the exact mechanism of 
origin and the anatomy of injuries of the coccyx, 
the author carried out experiments on cadavers in 
which, with the body in the prone position, he dealt 
a severe blow on the region of the coccyx with a 
wooden hammer. These experiments have only a 
relative value because in the cadaver the muscular 
tension and the general tissue tonus which are of 
considerable importance in the occurrence of frac- 
tures during life are absent. It was found, however, 
that a forceful dynamic blow on the coccyx caused 
usually a transverse fracture and rarely an oblique 
fracture, but never a longitudinal fracture of the 
coccyx. Dislocations could not be produced experi- 
mentally. 

On the basis of his findings the author classifies 
injuries of the coccyx as follows: (1) contusions of 
the coccyx, (2) distortions of the sacrococcygeal 
articulation and of the intercoccygeal articulation, 
(3) uncomplicated dislocations, (4) uncomplicated 
axial fractures, (5) dislocation fractures, and (6) 
partial fractures (lateral, paraxial avulsions). 

Becker concludes that for the occurrence of a 
fracture or dislocation of the coccyx an intensive 
trauma is usually necessary. Under normal condi- 
tions the coccyx is so formed and situated that an 
ordinary fall on the gluteal region does not injure 
it. However, a fall on a protruding resistance may 
injure it severely, and the frequently occurring indi- 
vidual anatomical peculiarities in its structure may 
be responsible for the production of a fracture or 
dislocation by even a relatively slight injury. Frac- 
tures of the coccyx occur more often than is generally 
believed. In the material at Suval they constitute 
6 per cent of pelvic fractures. 

Every fracture or dislocation of the coccyx is 
painful. The pain begins immediately after the in- 
jury and is usually so severe that it renders the 
patient unable to work. Of decisive importance in 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 375 


the diagnosis are the findings of palpation. Palpa- 
tion should be carried out with the patient on his side. 
The index finger of the examiner should be introduced 
into the rectum and the thumb placed over the 
coccyx so that the form, size, and mobility, align- 
ment, and crepitation can be determined between 
these fingers. A correct diagnosis is not always pos- 
sible even with the most careful clinical examination. 
Roentgen examination usually demonstrates a dis- 
location or fracture of the coccyx definitely only 
when there is a distinct dislocation. 

The local treatment consists preferably of rest in 
bed and immobilization of the rectum by means of 
opium for a few days. When there is a dislocation, 
digital reposition should be attempted. If reposition 
and retention are impossible and if severe pain per- 
sists for a considerable time, operative removal of 
the coccyx is indicated. From the very beginning 
the treatment must be directed toward the pre- 
vention of coccygodynia, especially in the cases of 
persons in an abnormal or particularly labile psychic 
and nervous state. Coccygodynia may be of trau- 
matic or non-traumatic origin. In most cases it is 
of traumatic origin with superimposed neurotic and 
psychoneurotic disturbances. ZILLMER (Z). 


Lund, H. J.: Fractures of the Femur: Treatment 
by the Russell Method of Traction; Report of 
Twenty-One Cases. Arch. Surg., 1931, xxiii, 889. 

The Russell extension method consists of com- 
pound extension in which a pull about 80 per cent 
vertical and 20 per cent horizontal is obtained from a 
sling under the knee to a pulley on the longitudinal 
bar of a Balkan frame and a pull too per cent hori- 
zontal is obtained from a spreader attached to ad- 
hesive on the lower leg. The horizontal extension is 
produced by the same rope, which passes up from 
the knee sling over the overhead pulley, down 
through a fixed pulley at the foot of the bed, through 
a movable pulley on the spreader at the leg, and © 
then back to a second fixed pulley on the bed and 
down to the weight. By the laws of mechanics the 
pull on the leg is twice the amount of the weight 
applied. Only an 8-lb. weight is used. 

The method is simple, easily applied, and com- 
fortable for the patient. The adhesive must not 
extend above the knee. The leg is in slight flexion at 
the knee and in abduction of about ro degrees from 
the midline. Pillows are used under the knee and 
under the thigh to prevent sagging of the femur 
fragments. The treatment is the same whether the 
fracture is in the upper, middle, or lower third of 
the femur, and is of value also for intertrochanteric 
fractures. 

In three cases of intertrochanteric fractures the 
average period of traction was nine weeks, the 
average length of time before weight-bearing was 
begun was four months, and the average period of 
disability was nine months. 

For fractures of the proximal end of the femur 
more abduction is usually necessary. In seven cases 
of fracture of this type the average period of trac- 
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tion was twelve weeks, the average period of hos- 
pitalization was fifteen weeks, and the average 
period of disability was nine months. 

In seven cases of shaft fracture the average period 
of disability was seven and a half months. Special 
care was required to prevent posterior sagging. In 
one case open reduction was necessary. 

Fractures just above the condyles sometimes re- 
quired a weight of more than 8 lb. In all of the 
author’s four cases of this type, side traction of 3 lb. 
was necessary to correct mesial bowing. 

Of the entire series of twenty-one cases reviewed, 
nine showed no shortening. In two there was 
shortening of 14 in.; in four, shortening of 14 in.; 
and in two, shortening of 34 in. 

WILLIAM ARTHUR CLARK, M.D. 


Duval, J.: Osteosynthesis of the Femoral Diaphysis 
by the Anterior Transcrural Route (Ostéosyn- 
thése de la diaphyse fémorale par la voie antérieure 
transcrurale). Presse méd., Par., 1931, XXxix, 1630. 

Duval undertakes to show that in osteosynthesis 
of the femoral diaphysis the external route, although 
advocated by the majority of surgeons, has numer- 
ous inconveniences and in most cases can be replaced 
to advantage by the anterior transcrural route. The 
latter is much easier and gives a functional result as 
good as or better than that obtained with the use 
of the external route. 

In three cases in which Duval performed osteo- 
synthesis by the anterior route the functional results 
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were excellent. In one case the movements of the 
knee are exactly as good as those of the normal leg, 
The anterior transcrural route is especially favorable 
in cases of fracture of the middle third of the femoral 
diaphysis. 

An incision 15 cm. long is made on the anterior 
surface of the thigh so that its midpoint corresponds 
as exactly as possible to the site of fracture. The limb 
being in external rotation on the operating table, 
this incision corresponds to the internal border of 
the anterior rectus. The internal border of the ante- 
rior rectus is therefore the chief landmark. 

The skin and fascia lata are incised and the inter- 
nal border of the rectus femoris muscle exposed, 
freed from the vastus internus, and retracted later- 
ally. The vastus intermedius muscle is then incised 
longitudinally and the femur exposed. The approach 
to the fracture is very rapid and the traumatism to 
the quadriceps muscle insignificant. Closure is 
simple. A few stitches in the vastus intermedius and 
overlapping of the superficial aponeurosis suffice. 

Hemorrhage is very sligtt. The operation can be 
done without ligatures. The site of the fracture is 
very well exposed. Penetration of the muscles by 
the upper fragment can be easily remedied, some- 
times simply by separating the muscle masses. The 
reduction of the displacement is especially easy. 
Two bone-holding forceps are used. In cases of trans- 
verse fracture a long plate is sufficient. The author 
recently performed an osteosynthesis by the trans- 
crural route in half an hour. PAcE. 
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BLOOD VESSELS 


Peracchia, G. C.: The Surgical Treatment of 
Varices (Sobre el tratamiento quirurgico de las 
varices). Clin. y lab., 1931, xvi, 362. 

The author reviews the history of the treatment 
of varicose veins. 

Trendelenburg’s method of single saphenotomy 
probably has only one advantage, viz., the anatom- 
ical and functional restoration of the vein with a 
consequent decrease in the danger of embolus. Other- 
wise it is insufficient as it abolishes only one of the 
causative factors, the superficial reflux from the 
heart. 

Ligation of the popliteal vein, Parona’s method, 
can be applied only in cases of superficial varices 
limited to the leg and does not affect the superficial 
backflow or the regurgitation from the deep veins. 

Saphenofemoral anastomosis prevents the super- 


ficial venous reflux, but has been abandoned because- 


it is difficult and likely to result in thrombophlebitis 
with embolism. 

Ledderhose’s saphenotomy by multiple longitu- 
dinal incisions of the leg is inadvisable because it is 
frequently followed by recurrence and it does not 
satisfactorily relieve the indurated oedema. 

The first surgeon of modern times to use saph- 
enectomy was Schwartz. Babcock’s extirpation 
shortens the operation, but does not permit ligation 
of the branches. Extravasations of blood occur and 
predispose to phlebitis and embolism. A better pro- 
cedureis partial saphenectomy under vision or in seg- 
ments. The skin isincised longitudinally following the 
course of the varicose vein. It is then dissected as 
far as possible and portions adherent to the veins 
are removed. This method is not a radical cure as 
collaterals always persist, but it relieves the varicose 
ulcers, the oedema, and the deformity of the veins 
remaining. Of twenty-four cases in which partial 
saphenectomy was done by the author in the period 
from 1923 to 1931, a cure was obtained in all before 
the incisions had healed, and the postoperative 
course was good. However, in a few cases recur- 
rences developed later. 

The author describes his technique for partial 
saphenectomy in detail. In the period from 1923 to 
1931, he performed this operation on thirty-seven 
men and twenty-five women. From both the surg- 
ical and the functional standpoints the results were 
excellent. 

Schiassi’s method of treatment, in which a mix- 
ture of metallic iodine, potassium iodide, and distilled 
water is used as a coagulant has been employed by 
the author with usually good results, but in a few 
cases recurrences developed, and in one case in- 
durated cedema appeared after a time. Occasionally 
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this treatment may be followed by acute hemor- 
rhagic nephritis. 

Moreschi’s method of multiple phlebotomy with 
multiple circumferential incisions is effective in the 
cure of varices, especially varices of the leg, whether 
the latter are located along the course of the saph- 
enous or not. When the varices are in the thigh along 
the course of the saphenous the addition of phle- 
botomy at the proximal end of the thigh as proposed 
by Giordano or multiple phlebotomy is necessary. 
An underestimated drawback to Moreschi’s opera- 
tion is the postoperative occurrence of secondary 
indurated cedema. The author believes that this 
cedema is due to lymph stasis more than to inter- 
ference with the superficial venous circulation. He 
has therefore added to Moreschi’s operation a part 
of the technique used in the treatment of elephan- 
tiasis to form a new communication between the 
superficial and deep lymphatics. His modification 
of Moreschi’s operation has the following five steps: 

1. Circular or elliptical incision of the skin and 
tissues down to the muscular aponeurosis a few 
centimeters below the spine of the tibia. 

2. Ligation of bleeding vessels with catgut. 

3. Dissection of the skin upward and downward 
so as to expose 6 or 7 cm. of the aponeurosis. 

4. Removal of a band of aponeurosis from 4 to 5 
cm. wide so as to leave the muscles well exposed. 

5. Suture of the cut edges of the skin with inter- 
rupted stitches. 

After the operation the limb is immobilized for 
fifteen days. Sometimes this operation is supple- 
mented by other procedures to meet the require- 
ments of the particular case. 

The results have been excellent. As compared 
with the scar left by saphenectomy, the cicatrix is 
almost invisible. W. H. Martinez, M.D. 


Storck, A. H.: The Formation of an Arteriovenous 
Fistula for the Relief of Aortic Aneurism. New 
Orleans M. & S.J., 1931, \xxxiv, 440. 


The operation discussed was suggested by Bab- 
cock in 1926 for the relief of the symptoms of aortic 
aneurism. It consists in the formation of an anas- 
tomosis between the internal jugular vein and the 
common carotid artery. The pouring of part of the 
cerebral arterial blood directly into the venous sys- 
tem reduces the intra-aortic pressure and the con- 
sequent increase in the velocity of the blood through 
the aneurism reduces the lateral pressure on the walls 
of the aorta and the aneurism. 

In four cases in which Storck tried the operation 
there was an immediate mortality of 50 per cent. 
The two surviving patients lived nine and three 
months. Both of them were relieved of pain and 
dyspnoea in spite of the fact that in one the fistula 
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closed within two and a half months. The blood 
pressure fell from 20 to 30 mm. The aneurisms did 
not decrease in size, and there was only slight en- 
largement of the heart. 

The operation is not curative, but is recommended 
for advanced cases to relieve the distressing symp- 
toms. Maurice L. DALE, M.D. 


Matas, R.: On the Treatment of Aortic Aneurism 
by the Method of Jugulocarotid Anastomosis: 
A Discussion. New Orleans M. & S. J., 1931, 
Ixxxiv, 448. 

Matas calls attention to the fact that jugulo- 
carotid anastomosis, though reducing the intra- 
arterial tension, places an increased load on the 
heart. A normal heart responds with a compensatory 
hypertrophy, but even so, death invariably results. 
In cases of aortic aneurism, in which the heart is 
diseased, death occurs more quickly. 

Spontaneous healing of an aneurism is brought 
about by the filling of the aneurism with a laminated 
clot. The formation of the clot is aided by a decrease, 
rather than an increase, in the velocity of the blood 
in the aneurism. The therapeutic cures reported 
have been obtained by some method of decreasing 
the velocity of the‘circulating blood. 

In conclusion the author states that all of the 
facts are against jugulocarotid anastomosis, and es- 
pecially against the early use of this procedure. 
Even in the terminal stages there are other methods 
of relief which are less dangerous and difficult, such 
as venesection, rest, diet, and the occasional ‘slow 
ligation of a carotid and subclavian artery. 

Maurice L. DAE, M.D. 


Pearse, H. E., Jr., and Warren, S. L.: The Roent- 
genographic Visualization of the Arteries of 
the Extremities in Peripheral Vascular Disease. 
Ann. Surg., 1931, XCiV, 1094. 

In the treatment of vascular disease of the ex- 
tremities an accurate pre-operative determination 
of the state of the circulation should be made. In 
many cases, methods of physical examination by 
a competent observer will serve, without the use of 
special tests, to distinguish between cases of mild 
and cases of severe arterial obliteration. In some 
cases, however, no such definite differentiation can 
be made, and even when all available tests are em- 
ployed, the extent of the damage remains doubtful. 

Direct visualization of the arterial tree with the 
main trunk, the branches, and the arterioles is of 
inestimable value. If the site and the extent of the 
involvement are known, appropriate therapy may 
be advocated; useless amputation may be avoided 
or, if amputation is indicated, it may be advised 
with the conviction of its necessity and with knowl- 
edge of the exact level necessary to assure vascular- 
ity of the stump. 

Methods of arterial visualization with the use of 
sodium iodide or iodized oils have been described, 
but the occasional occurrence of deleterious results 
following their use have prevented wide acceptance 
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of arteriography as a diagnostic aid. In an effort 
to find a medium which would give sufficient cop. 
trast to outline the vessels, but would have no 
deleterious local or general effects the authors tested 
many substances, including uroselectan, on animals, 
Their results were unsuccessful until they employed 
sodium-monoiodo-methane sulphonate (methiodol), 
a substance marketed as “‘skiodan.” The safety of 
this substance has been demonstrated not only by 
experiments on animals, but also by wide clinical 
use. In the authors’ experiments it rendered the 
vessels distinctly visible. The authors cite several 
experiments on animals to prove its compatibility 
with the vessel endothelium, discuss its use in 
clinical cases, and report several clinical cases dem- 
onstrating its value. ApotpH Hartune, M.D. 


Gonzales-Aguilar, J.: Surgery of the Sympathetics 
in Peripheral Vascular Diseases (La cirugia 
del simpatico en las afectiones vasculares peri- 
fericas). Rev. de cirug. de Barcelona, 1931, i, 85. 


The author reviews the physiology and the gross 
and surgical anatomy of the sympathetic nervous 
system with special reference to the innervation of 
the extremities. 

Surgical procedures on the sympathetic system 
are of the following three types: 

1. Periarterial sympathectomy. The author 
states that this is dangerous and because of regen- 
eration of the cut fibers gives only temporary re- 
sults. Its use is limited to cases in which temporary 
hyperemia is desired, and in such cases it should be 
done only on minor vessels. 

2. Ramisectomy. Because of the difficulty in 
isolating and cutting all of the fibers and because of 
regeneration of the fibers after the operation, this 
procedure has been almost completely abandoned. 

3. Ganglionectomy. The author believes that the 
sympathetic nerve supply to a given part of the 
body can be completely and definitely abolished 
only by sectioning the sympathetic trunk above 
and below the last ganglion emitting fibers to that 
part and extirpating the intervening ganglia to pre- 
vent regeneration. He is of the opinion that this 
procedure is harmless to the viscera supplied by the 
ganglia removed and of value as a prophylactic 
measure against organic or spastic diseases which 
might develop in the coronary or pelvic vessels. 

For cervicothoracic ganglionectomy, Gonzales- 
Aguilar uses Adson’s technique, and for the lumbar 
operation he employs a modification of Adson’s 
transperitoneal technique. 

Surgery of the sympathetic system is used in only 
three vascular diseases of the extremities—Ray- 
naud’s disease, thrombo-angiitis obliterans, and 
arteriosclerosis. 

In Raynaud’s disease, which is characterized by 
spasm of the arteries, abolition of the sympathetic 
nerve supply results practically in cure regardless 
of the location of the initial lesions. ; 

Thrombo-angiitis obliterans and arteriosclerosis 
are primarily not functional but organic diseases. 
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However, as has been demonstrated by Allen and 
others, there seems to be an associated vasocon- 
striction of the non-affected vessels carrying on the 
collateral circulation. Interruption of the sympa- 
thetic nerve supply abolishes not only the element of 
spasm, but also all of the vasoconstricting influence 
of the sympathetics. As the spastic condition is 
more marked in thrombo-angiitis obliterans than in 
arteriosclerosis, the former condition is more amen- 
able to this type of surgery. 

Brown has devised a test to determine the pres- 
ence of the spastic element and has established an 
arbitrary vasomotor index to serve as a diagnostic 
and prognostic sign. The test has been modified to 
give a more definite idea of the results to be ex- 
pected following complete suppression of the vaso- 
constricting action. For certain doubtful cases in 
which the lower extremities are involved the author 
advises spinal anesthesia. 

Gonz4les-Aguilar has studied all of the ganglia re- 
moved from his cases of Raynaud’s disease, Buerger’s 
disease, arteriosclerosis, and chronic arthritis and 
normal ganglia obtained from cadavers. The former 
he has examined especially for ganglion cell changes. 
His results have been negative. He believes that 
lymphocytes may group around degenerating cells, 
and that if sclerosis of ganglia occurs, as claimed by 
Sanchis Perpifié, surgery on the sympathetic would 
be contra-indicated for it would be attempting to do 
what the organism has already accomplished. In 
his opinion, the primary lesions in conditions such 
as Raynaud’s disease and scleroderma are to be 
found in the ganglion cells or the sympathetic 
centers of the brain and spinal cord. They may be 
organic or functional, and due to hormonal or toxic 
influences. 

In Raynaud’s disease the author performs sym- 
pathectomy in the advanced cases with ulcers and 
trophic disturbances and in the intermediate stages 
of painful crises. He believes that in all cases of 
thrombo-angiitis obliterans temperature studies and 
sympathetic block are indicated to determine the 
prognosis. He limits the operation to cases with 
pain, claudication, and heat and color changes. For 
cases with localized ulcers or bone necrosis he ad- 
vises that the sympathectomy be done before or 
simultaneously with the treatment of these lesions 
as it favors cicatrization. If gangrene is marked, he 
performs an amputation. 

_ In arteriosclerosis, sympathetic ganglionectomy 
is seldom indicated. The author tried it on only two 
of fifty patients. Both were relatively young, one 
being fifty-eight and the other twenty-four years 
of age. The latter had a calorimetric index of 0.32 
(Brown). Double amputation was contra-indicated 
by his poor general condition. A year after the 


sympathectomy he still showed great improvement. 
The author reports eight cases in which sym- 
pathetic ganglionectomy was performed. He does 
not give the diagnosis as he believes that some of 
the cases presented mixed lesions. 
W. H. Martinez, M.D. 
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Delater, G.: Dystrophies of the Skin in Diseases 
of the Veins. (demas (Les dystrophies tegu- 
mentaires dans les maladies des veines. Les oedemes). 
Presse méd., Par., 1931, XXxix, 1690. 


(Edema of cellular tissues is a manifestation of a 
disturbance of the water exchange between the tis- 
sue spaces and the capillaries. The capillary walls 
are permeable to crystalloids and water, but im- 
permeable to proteins. The normal water balance 
depends upon an equilibrium between the hydro- 
static pressure within the blood vessels and the 
pressure due to the avidity of proteins for water. 
Other factors, such as the albumin-globulin ratio 
and the cholesterin-fatty acid ratio may also influ- 
ence the water exchange, but since disturbances in 
these ratios usually occur only in the presence of 
advanced kidney or liver damage, they are not im- 
portant in the etiology of cedema due to varicosity 
or phlebitis. 

Marked changes in the vein walls permit the 
escape of protein substances from the vessels. Once 
outside the membrane, these substances exert their 
hydrophilic pressure in preventing the return of 
water from the tissue spaces. A study of the protein 
content of cedema fluids due to varicosity revealed 
values of from 4 to 6 mgm. per liter, whereas 
cedemas from passive congestion never yielded more 
than 3 mgm. 

Some varicose veins show perivenous infiltrations 
which may appear inflammatory and are frequently 
associated with trophic, eczematous, or ulcerative 
disturbances. Histological study reveals dilatation 
of the vasa vasorun of the involved segments. The 
author ascribes this to a reflex arising from the 
thickened vein wall which leads to disturbances in 
permeability and the escape of fluid and protein 
bodies in the vicinity of the diseased vessel. A re- 
active fibrosis or arterial hyperthermia of vasomotor 
origin and various trophic, eczematous, pigmentary, 
fibrotic, and ulcerative changes may occur in the 
pachydermatous areas. 

In other cases oedema of the ankles occurs which 
is out of proportion to the degree of venous in- 
sufficiency. The author attributes this oedema to a 
change in the chemistry of the crystalloids and as- 
sumes a diminution in calcium which may in turn 
be evidence of hypoparathyroidism. He suggests 
the administration of calcium and parathyroid ex- 
tract in the tratment of lesions of this type. 

Leo M. Z1mMERMAN, M.D. 


Lenormant, C., and Mondor, H.: Thrombophle- 
bitis Supposedly Produced by Effort (Sur la 
prétendue thrombo-phlébite par effort). Presse méd., 
Par., 1931, XXxix, 1669. 

The spontaneous occurrence of thrombophlebitis 
in persons in normal health is frequently attributed 
by the patients to traumatism or effort. The surgical 
literature contains the reports of about twenty cases 
of phlebitis of this type involving the upper extrem- 
ity. In most of the cases the condition occurred in 
the right arm. Involvement of veins elsewhere than 
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in the arm is rare. However, Mocquot reported a 
case of phlebitis of the iliac veins, and van der 
Hoeven cited a case of damage to the superior vena 
cava following an accident. 

The authors report two case of thrombophlebitis 
supposedly due to effort. In the first case the axillary 
vein of the right arm was involved. The patient, a 
painter, attributed the condition to prolonged mus- 
cular exertion in painting a ceiling. The extensive 
swelling of the arm disappeared and the pain along 
the course of the vein ceased spontaneously after the 
application of a compression bandage and rest and 
elevation of the arm. In the second case the condi- 
tion occurred in the left arm and was attributed by 
the patient to a “false movement”’ during the act 
of lifting. The condition resisted conservative meas- 
ures and extended until the swelling involved the 
entire arm, the shoulder, and the neck. Collateral 
circulation was established. Surgical intervention 
revealed thrombosis of the brachial vein. Resection 
of the vein was followed by rapid recovery. Culture 
of the thrombus yielded staphylococci and colon 
bacilli. These organisms were demonstrated also in 
the tissues of the vein and the vasa vasorum. 

In spite of the absence of signs of inflammation 
(fever, leucocytosis), the authors believe that infec- 
tion is the primary condition in these cases of phle- 
bitis and that trauma and effort act merely to acti- 
vate it. They are of the opinion also that syphilis, 
lead poisoning, and occupational intoxications are 
sometimes predisposing factors. The infection can 
be demonstrated only by careful histological and 
bacteriological examinations of the thrombus and 
the vein wall. 

In most instances conservative measures such as 
rest, the application of a compression bandage, and 
elevation of the extremity will bring about a cure. 
In progressive cases, surgical intervention may be 
indicated. Resection of the vein or removal of the 
thrombus may be necessary. 

Harowp C. Mack, M.D. 


Zimmermann, L. M., and De Tak&éts, G.: The 
Mechanism of Thrombophlebitic (£dema. 
Arch. Surg., 1931, xxiii, 937. 

There is considerable disagreement in the litera- 
ture as to the mechanism of the oedema which fol- 
lows thrombophlebitis of the extremities. Recently 
experimental evidence has been advanced which 
indicates that the oedema is due to blocking of the 
perivenous lymphatic channels rather than to ob- 
struction of the veins. 

In experiments carried out on dogs to check this 
evidence the authors found that oedema was not 
produced by simple ligation of the iliac and femoral 
veins on one or both sides, or by the injection of 
irritants into and about isolated segments of the 
iliac veins to cause chemical phlebitis and peri- 
phlebitis, or by mechanical extirpation of the lymph 
nodes and lymphatic bearing tissues, with or without 
ligation of the iliac veins. It was therefore demon- 
strated that mere inflammatory obstruction of the 
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lymphatic trunks alone is not enough to account for 
postphlebitis cedemas. On the other hand, massive 
oedema of the leg resulted regularly when the veins 
of the extremity were obstructed by the peripheral 
injection of irritants or obturating masses and when 
a bland intravascular thrombosis was produced by 
injection into the femoral vein of tissue extracts or 
even of the serum of the same animal. The swelling 
developed during the first twenty-four hours, reached 
its maximum in two or three days, and then gradu- 
ally subsided and disappeared entirely in from two 
and a half to three and a half weeks. The extensive- 
ness of the thrombosis seemed to be proportional to 
the severity of the oedema and to the degree of 
hemorrhagic discoloration of the oedema fluid. 
Chemical study of the fluid revealed a rather high 
protein content, the values ranging from 1.25 to 3.4 
per cent. Occlusion of the saphenous vein did not 
cause oedema unless the deep veins had been obliter- 
ated by a previous injection. If heparin was injected 
with the tissue extracts little thrombosis occurred 
and oedema failed to develop. 

At the height of the cedema India ink emulsion | 
was injected. Although there was some delay in the 
transport of the ink particles to the iliac lymph 
nodes, definite discoloration of these nodes ultimate- 
ly occurred, demonstrating patency of the lymphat- 
ics even when the cedema was most severe. The 
delay in lymphatic transport was accounted for by 
the immobility of the leg and the pressure of the 
oedematous swelling upon the lymphatics. 


BLOOD; TRANSFUSION 


Willebrand, E. A. von: Hereditary Pseudohaemo- 
philia (Ueber hereditaere Pseudohaemophilie). 
Acta med. Scand., 1931, \xxvi, 521. 


Heretofore severe bleeder’s disease has been con- 
sidered identical with hemophilia, but a careful re- 
view of the literature on the subject reveals, if in 
only a few case reports, descriptions of a familial 
form of hemorrhagic diathesis which differs in many 
respects from true hemophilia. The author has col- 
lected twenty-eight cases of this familial bleeder’s 
disease from the world literature. 

Willebrand reports a bleeder family in the Aeland 
Islands. Among the sixty-six members of this family 
there were no fewer than twenty-three bleeders. The 
predisposition to the disease was found in sixteen of 
thirty-five women but in only seven of thirty-one 
men examined. The inheritance of the predisposition 
to the disease could be traced through four genera- 
tions. The diathesis, which is transmitted by females, 
manifests itself in the female bleeders in a light and 
a more severe form, but in males it occurs in only 
the light form. The heredity of the predisposition to 
the disease in these cases is of the sexually limited 
dominant type. 

The most important and, in many cases, the only 
clinical sign is the more or less marked tendency to 
bleed. The haemorrhage may occur spontaneously 
or as the result of very insignificant causes. In the 
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cases reviewed the most frequent hemorrhages 
occurred from the nose, the gums, the skin, and the 
genital organs. In a few instances bleeding occurred 
also from the gastro-intestinal tract and the urinary 
organs. Haemarthrosis developed in only one case. 
Six of the females died from haemorrhage. 

In some of the patients a slight secondary anemia 
was demonstrable. Quite often a striking neutro- 
penia and a relative lymphocytosis were found, and 
occasionally also there was a considerable eosino- 
philia. The blood-platelet count varied considerably, 
but as a rule was within normal limits. The lowest 
values were found in the most severe cases. The 
blood platelets showed no striking qualitative 
changes. The bleeding time was markedly prolonged, 
but the coagulation time was normal. The retraction 
of the coagulum was quite normal. The Rumpel- 
Leede stasis test was positive. 
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The cases could not be classified with the recog- 
nized group of hemorrhagic diatheses. Both clinic- 
ally and hematologically, they closely resembled 
some of the previously mentioned cases, especially 
those reported from America. All of these cases con- 
stitute a special group with a fairly uniform disease 
picture. In a non-hereditary case closely resembling 
these cases which was described by Morawitz and 
Juergens a true thrombopeznia was demonstrated. 

The pathogenesis of the hemorrhages can be ex- 
plained most easily by the assumption of a functional 
disturbance of the thrombocytes. Possibly also there 
is a lesion of the vascular walls. 

In the treatment, dietetic measures, vitamin ther- 
apy, the use of calcium phosphate and arsenicals 
(Fowler’s solution), roentgenotherapy of the spleen, 
and direct blood transfusion have been tried. 

Louts NEUWELT, M.D. 











OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Polak, J. O., Mazzola, V. P., and Zweibel, L.: The 
Value of Hypertonic Glucose Therapy in Pre- 
Operative and Postoperative Conditions. Am. 
J. Obst. & Gynec., 1931, xxii, 817. 


Three conditions which attend all operations in 
varying degrees are shock, dehydration, and acidosis. 
Of importance in the prevention and treatment of 
shock is the intravenous injection of a concentrated 
glucose solution. 

The authors have studied more than 200 cases of 
primary shock and shock and hemorrhage. In all, 
a 50 per cent solution of glucose was given. Blood 
transfusion or any intravenous substitute used late 
in the development of shock is of no avail; it simply 
overloads a failing heart. 

Unless the tired parturient woman is given rest, 
fluids, and carbohydrates she is a poor risk as 
anesthesia disturbs the balance in the constituents 
of the protein radicle which has already been dis- 
turbed by the pregnancy. Moreover, it produces 
acidosis as the result of insufficient oxidation of 
glucose. A dose of morphine with or without 
scopolamine gives both general physical and uterine 
rest, and an intravenous injection of from 50 to 
roo c.cm. of a 50 per cent solution of glucose will 
completely change the patient’s appearance, pulse, 
and systolic and pulse pressure. 

In traumatic shock in which the blood pressure 
falls very low, the use of from 50 to 100 c.cm. of a 
50 per cent solution of glucose will raise the pressure 
from 15 to 50 mm. within four or five minutes. 

The authors draw the following conclusions: 

1. Shock, dehydration, and acidosis are pre- 
ventable in the majority of cases. 

2. In shock, the plasma volume and cell volume 
must be restored. 

3. This can be done by prompt direct transfusion 
or the intravenous injection of a hypertonic glucose 
solution. 

4. The blood chemistry is only temporarily 
changed when relatively large quantities of con- 
centrated glucose are used. The excess is spilled 
over into the urine. 

5. Intravenous injections of hypertonic glucose 
definitely increase the blood pressure, the pulse pres- 
sure, and the circulating volume of blood. 

E. L. Cornett, M.D. 


Davis, J. S.: The Relaxation of Scar Contractures 
by Means of the Z- or Reversed Z-Type In- 
cision. Ann. Surg., 1931, xciv, 871. 


The purpose of this article is to call attention to a 
method by which flaps of scar tissue or of tissue 
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considerably infiltrated with scar may be used to 
relax scar contractures. The author states that the 
utilization of such tissue for the relaxation of scar 
contraction is not generally understood although the 
Z-type incision by which it is accomplished is an 
old procedure. 

While it is a good principle to remove all scar 
tissue before any sort of reconstruction is attempted, 
there are many contracted scars which cannot be 
excised completely on account of their extent or 
location. In such cases, unless skin grafting or flap 
shifting from a distant part is done, it is necessary 
to employ scar or scar-infiltrated tissues. 

In the use of the Z-type incision, the scar is not 
removed, but the contraction is relieved by the 
transposition of flaps usually composed of scar or 
scar-infiltrated tissues in such a way as to break 
the line of scar pull. The suture line after trans- 
position of the flaps is the reverse of the original 
incision. Emit C. RopitsHex, M.D. 


Huber, P.: The Causes of Postoperative Deaths 
According to Operative Statistics for the 
Period from 1925 to 1929, Inclusive (Ueber die 
Ursachen der postoperativen Todesfaelle. Nach den 
Ergebnissen der Operationsstatistik aus den Jahren 
1925-1929). Arch. f. klin. Chir., 1931, clxv, 600. 


The author reports the causes of postoperative 
deaths occurring in the period from 1925 to 1929 in 
Ranzi’s clinic at Innsbruck. The 8,316 operations 
are divided into 5 groups in the same way as those 
reviewed by Petrén: Group 1, surgery for acute in- 
fectious peritoneal disease; Group 2, surgery for all 
other septic conditions; Group 3, surgery for acute 
non-infectious disease; Group 4, surgery for malig- 
nant tumors; and Group 5, surgery for all other 
chronic diseases. 








Ranzi, Innsbruck Petrén 

Operations Deaths Per cent Per cent 
977 85 8.7 8.1 
1,083 41 3-9 4.4 
1,182 98 8.2 6.1 
478 gl 19.0 9.8 
4,590 104 2:3 1.3 
8,316 419 5.0 3.6 


The serious operations had the highest mortality. 
In 932 cases of simple hernia there was a mortality 
of 0.1 per cent; in 86 cases of incarcerated hernia, a 
mortality of 16 per cent; and in 2,841 laparotomies, 
a mortality of 9.3 per cent (40 deaths). The last in- 
cluded non-perforated ulcers with a mortality of 6 
per cent. During the last two years the mortality of 
operations for non-perforated ulcers dropped to 2.9 
per cent (as in other clinics). 

In radical resection of gastric malignancy, Ranzi’s 
mortality decreased from 35.6 per cent to from 30 to 
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25 per cent. In 224 cases of biliary surgery there 
was a mortality of 6.3 per cent (14 deaths); and in 
renal and ureteral surgery, a mortality of 9.2 per 
cent. In 55 cases of trephination there was a mor- 
tality of 30.8 per cent (17 deaths); in 106 cases of 
brain surgery, a mortality of 33 per cent (34 deaths); 
and in 714 cases of thyroid surgery, a mortality of 
2.2 per cent (16 deaths). 

The fatalities were caused by: (1) operative shock, 
circulatory failure; (2) postoperative pneumonia; 
(3) embolic complications; (4) postoperative infec- 
tions; (5) hemorrhage; (6) functional collapse of 
the vital organs; (7) miscellaneous postoperative 
complications; and (8) the original disease for which 
the patient was operated upon. Eleven deaths oc- 
curred on the operating table. Two deaths resulted 
from infections caused by contamination, and 9 
from massive postoperative hemorrhage. 

E. Grass (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Goljanicki, I.: The Integral Treatment of Infected 
Wounds (Zur Frage ueber die integrale Therapie 
infizierter Wunden). Nov. chir., 1930, x, 114. 


By the term “integral treatment” the author 
means treatment of the organism as a whole. This 
is based on the belief that suppurative processes and 
wound infections are associated with demineraliza- 
tion, particularly a lack of sufficient calcium, and an 
avitaminosis. 

Goljanicki prescribes the administration of bone 
ash by mouth and of calcium by mouth and by 
intravenous injection. His anemic patients receive 
also subcutaneous injections of from 5 to 10 c. cm. 
of hemolyzed blood. Weak patients receive peri- 
odically the warm blood of a freshly killed hen to 
drink. This is given in quantities of from 100 to 150 
c.cm. with milk. Vitamins are provided in the form 
of fresh milk, turnips, carrot juice, fresh cabbage 
juice, lettuce, and bilberries. The vitamins are 
activated by ultraviolet irradiation. In addition, 
the entire diet is regulated. 

Favorable results have been obtained with this 
regime in suppurative pleurisy, tuberculosis of bones 
and joints with sinuses and malnutrition, chronic 
gynecological diseases (salpingitis, endometritis, and 
perimetritis), chronic osteomyelitis, and _ septic 
states with suppurating wounds. ScCHAACK (Z). 


Muntsch: The Sterilization of Powders, Especially 
Dusting Powders for Wounds (Zur Sterilisierung 
von Pulvern, insbesondere Wundstreupulvern). 
Deutsche Ztschr. f. Chir., 1931, Ccxxxii, 531. 


The author has made bacteriological studies of the 
powders used in surgical practice for mechanical pur- 
poses (glove powder) and for therapeutic purposes 
(dusting powder for wounds). While it is generally 
agreed that talcum used for surgical purposes must 
be rendered free from bacteria, scientific testing of 
the methods by which it is sterilized, especially 
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measurement of the penetration of heat into the 
powder during the sterilizing process, has heretofore 
not been done or has been done only very insuffi- 
ciently. Therefore it has been impossible to be cer- 
tain that in a case of infection the talcum powder 
used was not responsible for the condition. In pow- 
ders applied to wounds, especially those containing 
bolus alba, freedom from bacteria is especially im- 
portant because of the great danger of tetanus in- 
fection. It was formerly believed that if chemicals 
the majority of which had an antiseptic action were 
added to such wound powders, this was absolutely 
sufficient, a special sterilization being effected. 

In very careful investigations the author found 
that bouillon tubes inoculated with solutions of 
yatren powder showed no bacterial growth during 
an observation period of six days. Except in one 
or two cases, the findings were similar in experi- 
ments with xeroform and tannoform powder, but 
the ordinary dusting powders for wounds, such as 
rivanol, dermatol, and sulfofix powder, talcum, and 
“sterilized”? bolus alba showed bacterial growth 
in all cases, sometimes even after twelve hours. 
None of the drugs tested could prevent bacterial 
growth when they were added to cultures (spore- 
containing garden soil). 

The bacteria cultured from these dusting powders 
were then further examined in subcultures on slanting 
agar plates. Yatren, xeroform, and tannoform yield- 
ed no growth, but all of the other powders, including 
“sterilized” bolus alba, yielded bacilli. In experi- 
ments in which solid nutrient media were inoculated 
with suspensions of the powders in sodium chloride 
solution, yatren again showed no growth. The 
poorest results were obtained with talcum. 

In this way it was demonstrated with certainty 
that almost all of the dusting powders contain a 
greater or less number of bacteria, even those desig- 
nated commercially as “sterile.” Accordingly, be- 
fore dusting powders for wounds are used, they must 
be rendered sterile. The sterilization may be ef- 
fected by dry hot air or by streaming steam under 
pressure. The use of dry heat at 150 degrees for 
half an hour and the use of steam pressure at 120 
degrees for ten minutes assures sterility. 

The author next carried out investigations to de- 
termine how long the dry or moist heat at the tem- 
peratures mentioned requires to penetrate all parts 
of the powder, as the true sterilization period of 
thirty and ten minutes respectively begins only after 
such penetration has been attained. He studied the 
temperature within the powder boxes with thermo 
elements such as those used by Konrich in investiga- 
tions on the sterilization of bandage material. He 
found that a dry heat of 150 degrees reached all 
parts of the boxes filled with the powder in a period 
of fifty minutes, whereas in an open space of the hot 
air chamber a heat of 150 degrees was reached in 
twenty minutes. This finding shows how little the 
inner temperature recorded by the thermometer cor- 
responds to the temperature of the inner space of 
the chamber, and that this must be determined by 
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measurement for each apparatus. Accordingly, it is 
by no means sufficient for the thermometer of the 
dry chamber to show 150 degrees of heat and for a 
container with the powder to be placed in the 
chamber for a certain time. When flowing steam at 
a temperature of 120 degrees is used, sterility is 
obtained in all dusting powders for wounds after a 
period of fifteen minutes. Max Buppe (Z). 


Hoenig, H.: The Relation of Furuncles of the Chin 
to the Pathogenesis of Osteomyelitis of the 
Mandible (Die Stellung des Kinnfurunkels in der 
Pathogenese der Unterkieferosteomyelitis). Deuische 
Monatsschr. f. Zahnh., 1931, xlix, 721. 

Histological research has demonstrated that the 
danger of extension of the pus of furuncles of the 
chin to the mandible is due to connective tissue 
bands which connect the periosteum of the jaw to 
the skin of the chin. The course of the infection is 
pre-established anatomically. 

Three types of clinical picture may be differ- 
entiated after a furuncle of the chin: (1) an inflam- 
matory process limited to the soft tissues and oc- 
casionally opening into the mouth without involving 
the bone; (2) an inflammatory process involving 
the periosteum and bone, opening into the mouth, 
and leading to the formation of small cortical 
sequestra; and (3) an inflammatory process involv- 
ing the entire mandible and leading to massive 
sequestration. 

As a rule the treatment of furuncles should be 
conservative, but in cases of furuncles of the chin 
early intervention is indicated on account of the 
danger of bone involvement. The mouth must be 
watched carefully. If any signs of its involvement 
are noted an incision should be made immediately, 
as in this way extension to bone may usually be 
prevented. 

The article contains many roentgenograms and 
photomicrographs, and a review of the literature. 

KAERGER (Z). 


Vera, J. E., and Natin, I.: Cephalic Tetanus and 
Localized Tetanus (Tétanos cefdlicos y tétanos 
localizados). Semana méd., 1931, XXxxviii, 1500. 

The authors report eighteen cases of localized 
tetanus of the head and body. There are a number 
of varieties of cephalic tetanus: simple cephalic 
tetanus, characterized by trismus and risus sardoni- 
cus; the dysphagic or hydrophobic form; Rose’s 
cephalic tetanus, characterized by facial paralysis; 
ophthalmoplegic or bulboparalytic cephalic tetanus; 
and the form with paralysis of the hypoglossus. As 

a rule all of these types follow wounds of the head, 

but occasionally they may be caused by wounds of 

other parts of the body. Localized tetanus occurs 
in a monoplegic form, a paraplegic form, and an 
abdominothoracic form. The abdominothoracic 
form is characterized by paroxysmal contractures of 
the muscles of the abdomen, thorax, and lumbar 
region. Localized tetanus may change into general- 
ized tetanus. 
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The treatment of localized tetanus is the same as 
that of generalized tetanus. It should include isola- 
tion of the patient in a quiet room with little light; 
the intramuscular injection of antitetanus serum in 
doses of from 50,000 to 100,000 units a day for four 
or five days; calming symptomatic treatment; the 
administration of bromides; the subcutaneous injec- 
tion of 30 c. cm. of a 20 per cent solution of magne- 
sium sulphate twice a day; the daily intravenous 
injection of from 1 to 2 gm. of a ro per cent solution 
of sodium bromide; the use of morphine hydro- 
chloride, hypnotics, and sedatives; treatment of the 
wound; massage; and treatment of any sequele that 
may develop. Aubrey Goss Morean, M.D. 


Vaudremer, A.: Bacteriotherapy of Surgical Tuber- 
culosis, 1923-1931 (La bactériothérapie des af- 
fections tuberculeuses chirurgicales, 1923-1931). 
Bull. et mém. Soc. nat. de chir., 1931, lvii, 1367. 

Vaudremer has shown that the tubercle bacillus 
exists in different forms and may change from one to 
the other. His investigations have demonstrated 
that, in the form in which it was seen by Koch, the 
bacillus is acid-resistant and produces tuberculin 
when it is cultivated at the optimal temperature of 
38 or 39 degrees on media rich in ternary and qua- 
ternary substances, whereas if the composition of 
the medium and the temperature are changed, its 
acid resistance disappears, tuberculin formation 
ceases, and the bacillus undergoes a morphological 
change with only a granular element remaining 
constant. 

The emulsion used by Vaudremer in the treat- 
ment of tuberculosis is made from tubercle bacilli 
cultured with the aspergillus fumigatus on gelatin. 
The aspergillus fumigatus destroys the fat sub- 
stances in the acid-resistant tubercle bacilli and also 
the tuberculin. The cultures are grown for twenty- 
four hours at a temperature of 38 degrees C. The 
emulsion consists of the bacteria added to physio- 
logical salt solution in the proportion of 1 billion 
bacilli representing eight strains—four human, three 
bovine, and one equine—to each cubic centimeter 
of the salt solution. 

The injection causes a local redness of the skin 
followed by a whitish cedema. Reactions may ap- 
pear also in the focal lesion, varying in their aspect 
according to the organ involved. 

The emulsion has been used in the treatment of 
tuberculous adenitis, lupus, juxta-articular and 
intra-articular tuberculous lesions, renal tubercu- 
losis, and tuberculous epididymitis, peritonitis, ad- 
nexitis, and fistula. When pulmonary tuberculosis 
complicates the surgical condition the dosage must 
be greatly reduced. 

In cases going on to cure, an inverse Koch phe- 
nomenon occurs. In epididymitis, swelling, redness, 
and cedema develop and an abscess may form, but 
after evacuation of the abscess the condition clears 
up rapidly. In cases of joint involvement, weakness 
and pain are relieved, and bony fixation of the joint 
does not follow. 
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The treatment seems powerless to cure tubercu- 
lous meningitis. Of twelve cases of this condition in 
which it was used, death resulted in ten. 

The author reports ten cases of different types of 
surgical tuberculous lesions treated by his method of 
bacteriotherapy. 

In the discussion of this report LEGUEU said that 
he had tried the treatment on some of his patients 
suffering from genito-urinary tuberculosis. While 
there was great improvement, he could not say that 
any cures had been obtained. However, he believes 
the method is of value in cases which cannot be 
treated otherwise. 

SorEL said that at Berck the treatment has been 
used with unfavorable results in fourteen cases of 
bone or bone and joint tuberculosis. Twelve of the 
patients were children. 

Others entering the discussion stated that they 
had obtained indifferent results, but were willing to 
withhold final judgment until a greater number of 
patients had been treated and followed for a num- 
ber of years. KeLtocc SPEED, M.D. 


ANZSTHESIA 


Provenzano, D.: The Influence of Various Types of 
Anesthesia on the Alkali Reserve of the Blood 
(Influencia de los diversos tipos de anestesia sobre 
la reserva alcalina de la sangre). Bol. inst. de clin. 
quir., 1931, Vil, 321. 

Provenzano draws the following conclusions: 

1. The acid-base equilibrium of the organism 
should be determined before and after all major 
surgical operations. 

2. This is done most accurately by determining 
the hydrogen-ion concentration and the alkali re- 
serve of the blood by the methods of Cullen and 
Van Slyke and Cullen, which indicate quantitatively 
the degree of deviation toward acidosis or alkalosis. 

3. The determination of the hydrogen-ion concen- 
tration of the blood is of little interest to the clinician 
because the variations in this concentration are 
slight and, appearing late, do not reveal the first 
degrees of acidosis or alkalosis. 

4. The most practical procedure for the clinician 
is the determination of the alkali reserve, which will 
demonstrate the presence and degree of an acidosis 
or alkalosis. 

5. The indirect or functional methods, such as 
determinations of thesalveolar carbon dioxide and 
urinalysis, give merely approximate values and are 
of value only to confirm the findings of the determi- 
nation of the alkali reserve. 

6. In surgery it is essential to know, in addition 
to the alkali reserve, the content of chlorides and 
urea in the blood and the acidity, the organic acid 
index of Van Slyke and Palmer, and the ammonia 
content of the urine. 

7. An exact knowledge of the acid-base ratio will 
enable the surgeon to judge the type of anesthetic 
that may be used with minimal risk of complications 
due to acidosis or alkalosis. 
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8. General anesthesia induced with ether pro- 
duces a marked decrease in the alkali reserve. Spinal 
anesthesia has the same effect to a less degree. 

9. Local and regional anesthesia do not produce 
an appreciable change in the acid-base balance. 

10. The principal cause of the decrease in the 
alkali reserve resulting from general or spinal anes- 
thesia is probably the hypotension of the blood pro- 
duced by these types of anesthesia which causes a 
concentration of hemoglobin in the blood with reten- 
tion of alkali in the tissues and a corresponding 
decrease of alkali in the blood. 

11. The administration of carbon dioxide by the 
method of Henderson during general anesthesia and 
after operation will greatly reduce the fall in the 
alkali reserve and prevent anesthetic syncope by its 
stimulating and regulating action on the respiratory 
centers. 

12. The postoperative states of acidosis and alka- 
losis can be easily diagnosed by the study of the 
alkali reserve and the supplementary measures cited, 
and can be combated successfully by treatment ap- 
propriate to the particular case. 

Francis M. Conway, M.D. 


Giordanengo, M. G.: Segmental Peridural Anzs- 
thesia (Anesthésie péridurale segmentaire). Bull. 
et mém. Soc. d. chirurgiens de Par., 1931, xxiii, 591. 


Peridural or extradural anesthesia is obtained by 
injecting an anesthetic into the peridural space be- 
tween the dura mater and the osteoligamentous canal 
of the spine as worked out by Dogliotti. The anes- 
thesia may be induced in any desired area of the 
spine as the action of the injected fluid is limited to 
the spinal roots that are bathed by the anesthetic 
and the extension of the anesthesia is almost mathe- 
matically proportional to the amount of fluid intro- 
duced. Peridural anesthesia differs from ordinary 
spinal anesthesia in that the anesthetic is injected 
outside of the dura mater, and differs from para- 
vertebral anesthesia in that one puncture is suffi- 
cient, the nerve trunks being reached before they 
make their exit from the spinal canal. 

The anesthetic is a freshly prepared 1 per cent 
solution of novocain in normal salt solution, each 50 
or 60 c.cm. of which contains from 7 to 1o drops of 
a 1:1,000 solution of adrenalin. The injection is 
made with a strong, short-pointed spinal needle 
attached to a syringe with a capacity of from 10 to 
20 c.cm. The patient may sit or lie. At the point 
where the needle is to be introduced the dura must 
be free from marked tension. Accordingly, the sit- 
ting position is best for anesthesia above the first 
lumbar vertebra and the lying position for anes- 
thesia below that level. 

As the fluid spreads downward somewhat, the 
point of injection must be at the summit of the exit 
from the dura of the nerve controlling the operative 
area. For operations on the stomach, liver, and sub- 
diaphragmatic organs the injection is made between 
the eleventh dorsal and second lumbar vertebre, and 
for operations on areas below the level of the umbili- 
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cus it is made between the first and fourth lumbar 
vertebre. 

The needle is introduced in the midline and forced 
in until it meets the resistance of the yellow liga- 
ments. An attempt to inject some of the fluid at 
this point will fail because the ligaments close the 
end of the needle. The needle is then pressed slightly 
farther, pressure being made simultaneously on the 
plunger of the syringe. When the liquid injects 
easily the epidural space has been reached. This is 
proved by failure of the cerebrospinal fluid to run 
out when the syringe is detached. Air bubbles are 
avoided, and only from 10 to 12 c.cm. of the fluid 
are injected into the epidural space. 

Further proof that the needle is rightly placed is 
the absence of tingling and beginning anesthesia in 
the legs after three or four minutes. At the end of 
that time the remainder of the fluid to be used is 
injected, slight pressure being employed to facilitate 
its diffusion. 

The induction of complete anesthesia requires 
from fifteen to twenty minutes. If a lateral incision 
is to be made, the anesthesia is deepened at the pro- 
posed site by turning the patient onto that side. 
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The pulse may be accelerated and the blood pres- 
sure lowered, but the latter should not fall more than 
3 or 4 mm. Hg. 

The author cites the reasons why this type of 
anesthesia is superior to ordinary spinal and para- 
vertebral anesthesia. KELLOGG SPEED, M.D. 


Davis, E.: Sacral Block Anzsthesia in Perineal 
Prostatectomy: Its Infallibility When Accu- 
rately Administered. J. Am. M. Ass., 1931, xevii, 
1771. 


Davis concludes that sacral anesthesia is the 
anesthesia of choice for perineal prostatectomy be- 
cause it is uniformly and dependably accurate if it 
is induced by the correct technique with the needles 
unquestionably in the foramina; it is applicable to 
every case in which prostatectomy is done; it is 
associated with no hazard if precautions are taken 
not to puncture the dural sac or blood vessels; its 
induction requires on an average only twelve and a 
half minutes; and it was a factor of importance in 
maintaining the low mortality rate of 2.38 per cent 
in 378 consecutive perineal prostatectomies. 

F. S. Mopern, M.D. 
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Mayneord, W. V.: The Measurement in R Units 
of the Gamma Rays from Radium. Brit. J. 
Radiol., 1931, iv, 693. 


Preliminary results are given of a series of ex- 
periments which are intended to put on a more 
quantitative scale the distribution of gamma-ray 
intensity in the vicinity of radium applicators. 

The unit dose which is chosen as a basis for the 
experimentation is the R unit which is used in 
X-ray therapy. This unit is determined by ioniza- 
tion measurements, the instrument being a small 
ionization chamber having a volume of approxi- 
mately 21 cm. The saturation current is 35 volts 
and the difference in potential is 0.1 volts. 

Four types of checks were made to determine the 
comparative value of the measuring instrument. 
The mean value was accepted to be 11.1 R for ten 
divisions of the iontoquantimeter. The accuracy 
was not thought to be better than 3 per cent. 

The ionization chamber was then checked against 
the beam of X-rays that was used for calibrating the 
measuring chamber. The results indicated that the 
ionization chamber and the Wilson measuring cham- 
ber ran parallel to each other, thus permitting an 
assumption of accuracy in the readings. 

A series of readings was carried out in air on a 
5.12-mgm. radium needle 27 mm. long with 0.5 mm. 
of platinum and an active length of 15 mm. The 
results are shown in a graph in which R/mgm.-hr. 
is plotted against distance. The isodose curves are 
also shown around the needle. 

The author then approaches the problem from a 
theoretical standpoint. It is shown that there is 
quite a reasonable agreement between the calcu- 
lated and actual values. A result in good agree- 
ment is about 2.2 R/mgm.-hr. at a distance of 
2 cm. and screened with 0.5 mm. of platinum. Ex- 
cellent agreement was found also in the theoretical 
and observed relation between the International R 
and the Solomon R, in which 1R/sec.=1.65 R. 

Various unit skin doses are given. Glasser’s value 
for gamma rays is 2,000 R. At the Cancer Hospital, 
London, the value is 1,800 R when 1 gm. of radium 
is used at a distance of 7 cm. and with 1.0 mm. of 
platinum. At the Memorial Hospital the dose is 
equivalent to 1,400 R when a screen of 0.3 mm. of 
aluminum is used. The Mallet D unit is also shown 
to be in good agreement, 2,000 R being equivalent 
to 17.1 D. Mallet gives 17 D‘and Sluys gives 18 D 
as a unit skin dose. 

The decision is that the skin erythema dose for 
gamma rays is about 2,000 R when_the. intensity is 
of the order of r R per minute. 

A. James Larkin, M.D. 
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Pilcher, R. S.: Radium and Pain. An Investigation 
of Certain Results of Radiotherapy in Cases 
Treated at University College Hospital, Lon- 
don. Lancet, 1931, ccxxi, 1175. 


This is a detailed analysis, from the standpoint of 
pain and its relation to radium treatment, of forty- 
nine cases of cancer treated at the University College 
Hospital, London. The variation in tissue sensitivity 
in different patients made the study difficult. The 
dose of irradiation which was ideal in some cases 
caused necrosis and pain in another. The patients 
were classified as follows: 

Group 1, twenty-one patients whose pain was not 
relieved by treatment; Group 2, twelve patients 
whose pain was relieved by treatment; and Group 3, 
sixteen patients who had pain after but not before 
treatment. 

Pilcher concludes that radium treatment will 
relieve deep and referred pain due to malignant 
disease. This result may even be achieved by re- 
peated treatment if the total dose is not too large. 

Gross overdosage, which causes radium necrosis, 
and the placing of radium needles in close proximity 
to a nerve plexus may increase pain. These two 
causes accounted for the pain in five cases in Group 
3. In the remaining cases in this group the pain 
was due to the progress of the disease. 

C. D. HAAGENSEN, M.D. 


MISCELLANEOUS 


Mayer, E.: The Present Status of Light Therapy: 
Scientific and Practical Aspects. J. Am. M. 
Ass., 1932, XCviii, 221. 

Although there is much information regarding the 
results of irradiation of man and animals, the process 
by which these results are obtained is as yet un- 
explained. Moreover, a great need exists for data 
obtained from definite dosage, intensity, and wave 
lengths in normal and abnormal organisms. There 
is much disagreement between practical and thera- 
peutic results and scientific and experimental ob- 
servations. 

The author reviews the scientific work that has 
been done and discusses the sources of light and the 
physical properties and penetrability of varying 
wave lengths. He states that the biological and 
physiological effects of light on the cells of the body 
tissues have been studied by many, but without 
definite conclusions except with regard to ultra- 
violet light. Ultraviolet light produces a substance 
resembling Vitamin D, exerts a favorable effect on 
calcium metabolism, and has a bactericidal_action 
on certain strains of bacteria. 

While the action of light on the body is probably 
exerted indirectly by way of the cutaneous cells, 
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nerves, and blood vessels, it is difficult to apply the 
findings of isolated experiments on single cells, 
bacteria, and the components of cellular structure 
to the effects on the human body. 

In discussing the production of pigment, Mayer 
says that without doubt there is some correlation 
between pigment and increased tolerance to irradia- 
tion. 

The dosage of light therapy must vary according 
to the source of the light and the person and the 
disease treated. The author believes that exposure 
to circulating air is of value in association’ with 
irradiation. Recently he has been employing the 
suberythema dosage with results apparently as fa- 
vorable as those obtained with the larger doses 
formerly used. Overdosage may cause injury. 

Extravagant claims have been made with regard 
to the therapeutic value of ultraviolet irradiation 
in a long list of diseases. Mayer states that, in 
tuberculosis, no form of light therapy is curative 
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by itself. Rest and hygienic and dietetic measures 
are necessary in addition. In some cases orthopedic 
surgery is indicated. In the use of mercury vapor 
quartz light, Mayer has obtained the most favorable 
results in cases of intestinal tuberculosis. He does 
not consider pulmonary tuberculosis an indication 
for light therapy. Certain skin diseases respond 
favorably, but the value of light therapy in the 
anemias has not yet been established. 

In conclusion the author says: ‘From the fore- 
going presentation of the present status of light 
therapy it is evident that harm may be done by the 
injudicious and uninformed use of light. Valuable 
as this method has proved itself to be in a limited 
number of diseases, it is surely clear that much 
more investigation and many more scientific data 
are required before light should be generally pre- 
scribed by those unfamiliar with the contra-indica- 
tions and the details of its application.” 

GERTRUDE BEARD. 
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CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Taussig, A. E., and Schnoebelen, P. C.: The Roent- 
gen Treatment of Agranulocytosis. J. Am. M. 
As»., 1931, XCvii, 1757. 

The authors report four cases of agranulocytosis 
treated with small doses of roentgen irradiation. 
Two patients have apparently completely recovered, 
but two died. 

Cases of agranulocytosis have been observed with 
such increasing frequency that the disease may no 
longer be considered rare. Until recently, the num- 
ber reported has not been sufficiently large to justify 
statistical methods. 

Excluding all cases in which the condition may 
have been caused by bone-marrow depression such 
as occurs in benzine poisoning and all cases in which 
it was found after anti-syphilitic treatment or during 
the aleukamic stage of lymphatic leukemia, the 
authors were able to collect 334 well-authenticated 
cases of agranulocytosis. In the tabulation of the 
results of therapeutic measures, those in which treat- 
ment was instituted after the disease was so far ad- 
vanced that benefit could not be expected were 
omitted. The results are shown in the following 
table: 

RESULTS OF THERAPEUTIC MEASURES 


Mortality 
Cases Deaths Per cent 
Cases treated by irradiation....... 64 34 53 
Cases treated by transfusion...... 53 34 64 
Cases treated with arsphenamine.. 33 24 73 
Cases treated by other therapeutic 
a. i ee 178 133 75 


The authors conclude that of the various methods 
of treatment, the most promising seems to be 
irradiation of the long bones with mild doses of the 
X-rays. Transfusions are also apparently beneficial. 

Cuartes H. Heacock, M.D. 


Loewy, G.: Complete Derivation of the Bile Out- 
side the Digestive Tract. Hypertrophy of the 
Parathyroids. Osteomalacia (Dérivation totale 
de la bile hors du tube digestif. Hypertrophie des 
parathyroides. Ostéomalacie). Presse méd., Par., 
1931, XXXIX, 1627. 

In an experiment on a dog the author found an 
osteomalacia with general hypertrophy of the para- 
thyroids after total derivation of the bile outside of 
the digestive tract for fifteen months. During this 
time the appetite was maintained and nutrition was 
normal as judged from appearances and the health 
and activity of the animal. The only abnormal phe- 
nomenon was intestinal hemorrhage which recurred 
several times. 


MISCELLANEOUS 


389 


Necropsy showed important changes in the duo- 
denal mucosa but no duodenal ulcer. The ileal 
mucosa was the site of an intense vascular conges- 
tion which produced hemorrhages by diapedesis. 
There was no chronic nephritis. The skeleton 
showed a progressive osteomalacia. The parathy- 
roids were regularly hypertrophied by considerable 
hyperplasia of the glandular elements without an 
inflammatory reaction. 

Analyses of the blood during the experiment 
showed that the calcium content of the serum re- 
mained almost constant although the dog was fed 
foods poor in calcium, viz., meat and potatoes. This 
may be explained partly by the fact that the gall 
bladder was preserved. The absorption of the cal- 
cium of the bile by the normal gall bladder would 
explain the relatively low calcium content of the bile 
of the common duct when the gall bladder is pre- 
served. Moreover, the epiphyses of the bones act as 
a reservoir which restores calcium to the blood se- 
rum, while the calcium loss in the bile is insignificant. 

During the fifteen months of the experiment the 
average quantity of bile excreted was 150 c.cm. per 
day, or 67% liters. If we assume 20 mgm. of calcium 
per 100 c.cm. or 200 mgm. per liter, the total elimina- 
tion of calcium in 67% liters was 13.50 gm., a quan- 
tity disproportionate to the loss of calcium under- 
gone by the skeleton. As Mandl succeeded in curing 
the osseous disease by removing a parathyroid tu- 
mor, there can be no doubt that a localized hyper- 
trophy, adenoma of the parathyroids, has been the 
cause of skeletal disturbances in certain cases. 

The author attributes the hyperplasia of the para- 
thyroids to the fact that the parathyroids are the 
most sensitive to ionic disequilibrium of calcium of 
all body tissues. The exaggerated secretion of the 
hyperplastic parathyroids is equivalent to an experi- 
mental injection of parathyroid hormone which de- 
termines the mobilization of the calcium in reserve 
in the epiphyses, the demineralization of the bones, 
and the osteomalacia. This process takes place 
without intervention of the osteoclasts. PAcE. 


Kitahara, S.: Studies on the Exhaustion of Skeletal 
Muscles (Studien ueber die Ermuedung der Skelett- 
muskeln). Keijo J. Med., 1931, ii, 171. 

From his very extensive studies the author draws 
the following conclusions: 

1. A pharmaco-active substance is produced by 
the contraction of skeletal muscles. This substance, 
which may be called a “‘work hormone,” stimulates 
the heart and dilates the blood vessels. As a result 
of its cardiovascular effect the work of muscle is 
favored. 

2. The contraction of skeletal muscle and its 
exhaustion always depend upon the hydrogen-ion 
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concentration of the perfused nutrient solution. The 
hydrogen-ion concentration is an important factor in 
the occurrence of exhaustion. 

3. Theacid component of the lactic acid produced 
by contraction of muscle has a definite hormonal 
importance as it activates the effects of adrenalin. 

4. Alkali relieves the phenomena of exhaustion. 

5. Active muscle exhausts the glycogen deposit as 
a source of energy. Louis NEUWELT, M.D. 


Meleney, F. L.: Bacterial Synergism in Disease 
Processes. Ann. Surg., 1931, XCiv, 961. 


The author emphasizes the importance of symbi- 
osis in various processes of life and describes the 
synergistic action of bacteria noted in experiments 
in vitro. He discusses: 

1. The hemolytic synergism of two organisms 
found in the exudate in a case of chronic empyema. 

2. The lethal effect on experimental animals of 
mixed cultures of organisms found in unsterile catgut 
which did not produce such an effect when they were 
used in pure culture. 

3. The adjuvant action of organisms found in 
cases of peritonitis. 

4. The almost exact duplication of bacteriological 
findings in two cases of gangrene of the abdominal 
wall following the drainage of a peritoneal abscess. 
Both of these cases yielded a micro-aérophilic strep- 
tococcus and a staphylococcus aureus which pro- 
duced gangrene of the skin and subcutaneous tissues 
in experimental animals when they were injected 
together, but failed to cause this lesion when they 
were injected in pure culture. 

5. The adjuvant action of the same organisms 
when they were injected into the peritoneum and 
lung under certain conditions. 

The author concludes that certain bacteria have 
a synergistic function in the production of certain 
types of disease or symptoms of disease, and that 
this synergistic action should be kept in mind in the 
study of disease processes involving tissues, organs, 
or systems in which mixtures of organisms are fre- 
quently found. Joun H. Gartock, M.D. 


Eliason, E. L., and Wright, V. W. M.: The Treat- 
ment of Diabetic Gangrene. Surg. Clin. North 
Am., 1931, il, 1275. 

The authors prefer high amputation for diabetic 
gangrene. In 69 per cent of their recent cases a mid- 
thigh amputation was done. Their reasons for this 
preference are as follows: 

1. Multiple operations increase the mortality. 

2. It is generally useless to amputate a foot or a 
leg when the arteries immediately above it are hope- 
lessly diseased. 

3. From the economic and functional points of 
view a thigh stump is preferable. 

4. The majority of the patients, because of ad- 
vanced age, diabetes, and associated complications, 
are rarely engaged in a useful occupation. Saving 
them a few inches of extremity which they will 
probably never use, at the expense of further opera- 


tions and increased hospitalization and mortality, 
seems unwise. 

The improvement in the results obtained in the 
treatment of diabetes and diabetic gangrene has 
been attributed chiefly to the use of insulin, but this 
is only one of several factors responsible. Earlier 
recognition of diabetes and consequent earlier treat- 
ment have greatly improved the status of the dia- 
betic patient. 

All diabetics should be warned against infections, 
Physicians should observe the following rules: 

1. Never apply hot wet dressings to gangrenous 
or infected toes. The disturbance of the circulation 
often results in blisters, infection, and moist gan- 
grene. 

2. Never apply ointments to an infected wound 
in a diabetic. They prevent proper drainage. Dry 
dressings and mild dry heat are best. 

3. Never fail to consult a surgeon when infection 
or gangrene threatens. SAMUEL Kaun, M.D, 


Bettazzi, G.: Tar Cancer in Man (Sul carcinoma da 
catrame nell ’uomo). Arch. ital. di chir., 1931, xxx, 
45. 

Cancer of the skin due to tar is rare even in per- 
sons whose daily work exposes them to tar or the 
products of its distillation. The author reports three 
cases. In two, the lesion was a spinous-cell epi- 
thelioma. In one case, biopsy was not done. 

Bettazzi states that it is difficult to establish the 
histogenesis of tar cancer in man because the lesion 
is seldom seen in its early stages or followed through- 
out its development. 

As in one of his cases the condition improved when 
the patient abandoned work in a tar distillery, he 
concludes that employees exposed to tar and its 
products should be subjected to periodical examina- 
tions, given a vacation when signs of dermatitis 
appear, and required to wear protective devices on 
the hands and face and to use respirators when the 
latter seem indicated. EvuGENE T. Leppy, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Fontes, A.: The Ultravirus of Tuberculosis (L’ultra- 
virus tuberculeux). Rév. Sud.-Am. de méd. et de 
chir., 1931, ii, 989. 

The author reports a bacteriological study on the 
chemical nature and structure of the tubercle bacil- 
lus which was carried out over a period of twenty- 
five years. He has found that the ordinary alcohol- 
and acid-resistant bacillus represents only one phase 
of the life of the virus. The bacilli break down and 
set free granules that break up into a fine dust 
beyond the limits of visibility which constitutes a 
filtrable form of the virus. The granule is the re- 
productive unit which gives rise to new acid-fast 
bacilli. A similar evolutionary cycle was noted also 
in a number of other forms of bacteria studied. 

The classical tubercles of tuberculosis are caused 
by the acid-fast bacilli, but tuberculous infection 
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is possible without tubercles and without the pres- 
ence of acid-fast bacilli. In cultures, the virus may 
retain its capacity for reproduction for as long as 
three years and five months. It may be transmitted 
to the fetus by intra-uterine contagion. The author 
describes experiments on guinea pigs in which the 
disease was transmitted from generation to genera- 
tion, but no acid-fast bacilli were demonstrated. 
He has noted that there are different forms of 
tuberculosis corresponding to the different phases 
in the evolutionary cycle of the virus. 
Aubrey Goss Morcan, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


McDonald, S., Jr.: Leucocyte Counts in Surgical 
Prognosis. Edinburgh M. J., 1931, xxxviii, 657. 
From his studies the author draws the following 
conclusions: 
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1. The total leucocyte count by itself is of relative- 
ly little value in the prognosis of acute pyogenic 
infections. 

2. Differential leucocyte counts which do not 
include an estimation of the shift to the left of 
the neutrophiles give little information in such 
cases. 

3. Among the methods in which the shift to the 
left is taken into consideration, the Schilling hemo- 
gram is the most practicable for clinical use and gives 
valuable information as to the resistance of the 
patient. 

4. Methods in which the total and differential 
leucocyte counts are combined to determine an 
“index of resistance’’ are fallacious because of the 
variability of the total leucocyte count. 

5. The recognition of postinfective eosinophilia 
is of the greatest importance in the prognosis of 
acute pyogenic infections. SAMUEL Kaun, M.D. 
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